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i THE past decades innumerable laboratory 
procedures have been developed to augment 
the accuracy of clinical diagnosis. As a result, 
the detection of numerous organic diseases has 
been greatly facilitated and diagnoses, previously 
made largely by conjecture, can now be estab- 
lished with certainty. This remarkable develop- 
ment of mechanical devices has not been without 
its ill effects, however, as frequently we physi- 
cians may unconsciously practice “laboratory 
medicine” without giving sufficient time and 
consideration to careful study of the patient him- 
self. This trend in diagnosis is well illustrated 
by the comparatively few articles dealing with 
clinical symptoms, syndromes, and observations 
made by physical examination that appear in 
the current medical literature. No amount of 
laboratory tests can ever supplant a carefully 
taken history and a thorough physical examina- 
tion, although both are of course essential to 
the practice of good medicine. 

Although a urologic diagnosis is ultimately 
made by the urologist, in some cases the internist 
plays an equally important part by his recogni- 
tion of symptoms which to him suggest urologic 
disease. As a rule the internist’s reasons for 
advising urologic investigations are based on the 
following three groups of factors: (1) gross 
hematuria, symptoms of vesical irritation, a mass 
Or pain in the renal region referred to the region 
of the bladder and testes, and other symptoms 
which immediately suggest the advisability of 
cystoscopy or intravenous urography; (2) ab- 
normal findings in the urine or roentgenographic 





*From the Division of Medicine (Berkman) and the Division 
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evidence which suggests the possibility of urolog- 
ic disease, or (3) atypical abdominal pain which 
has not been satisfactorily explained by the 
usual gastro-intestinal investigations, in which 
case urologic investigation is usually carried out 
only to make the examination complete. Such 
complete investigation is for various reasons 
frequently omitted. 

Patients who consult numerous physicians be- 
cause of abdominal pain or disgestive symptoms 
which cannot be definitely attributed to a given 
organ may sometimes be subjected to unneces- 
sary operation, and finally they are considered 
to be neurasthenic and thereafter all symptoms 
are explained on this basis. Certain patients 
who have hydronephrosis are in this category. 
It is often well to remember, however, that the 
neurotic patient who presents a rather bizarre 
clinical story may have organic disease in addi- 
tion to his nervous instability. 

Lesions of the kidney which manifest them- 
selves by definite urologic signs or symptoms 
afford little difficulty in diagnosis. Some patients 
who have an uninfected hydronephrosis, how- 
ever, present none of the usual symptoms or 
findings, and in addition urinalysis and a plain 
reontgenogram of the kidneys, ureters, and 
bladder reveal no abnormality. These patients 
have usually had various diagnoses made and 
have received numerous forms of treatment with- 
out relief. In all probability the two factors 
primarily responsible for incorrect diagnosis have 


been failure to suspect the kidney because of an 


inadequate or unappreciated history and the 
opinion that a negative urinalysis and normal 
plain roentgenogram of the urinary tract ex- 
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clude urologic disease. In cases of hydrone- 
phrosis other than those in which the kidney or 
renal pelvis is very large, it is very unusual to 
obtain diagnostic information from roentgeno- 
grams of the kidneys, ureters, and bladder with- 
out the use of a contrast medium. Likewise, 
if no infection is present urinalysis reveals no 
abnormality. 

Since 1932 we have paid particular attention 
to a group of symptoms experienced by certain 
patients who have hydronephrosis which we have 
chosen to designate as the “position-relief syn- 
drome.” This syndrome is not presented with 
the purpose of advancing a new method by which 
an unquestioned clinical diagnosis of hydrone- 
phrosis may be made without further urologic 
investigation, but rather to call attention to a 
group of associated symptoms, heretofore not 
emphasized,* which in the absence of suggestive 
clinical and laboratory findings have shown them- 
selves to be of very definite value in leading to 
a diagnosis of hydronephrosis. The patients 
observed in this clinic in whom elicitation of 
the position-relief syndrome has led to a diag- 
nosis of hydronephrosis without exhaustive elim- 
inating investigations have all had unilateral 


hydronephrosis caused by intermittent ureteral 
obstruction situated in the region of the uretero- 
pelvic juncture. 

The pain experienced by these patients is as 


a rule dull and aching. It is situated anteriorly 
in the upper part of the abdomen on the side 
of the involved kidney. The pain is usually 
not referred to the lumbar region or down 
to the region of the bladder or testes. This 
pain, or dull ache as it is usually described, is 
not definitely localized in the renal region but 
occurs in the entire upper portion of the ab- 
domen. It may be more or less constant for 
several days, but it is usually present for a 
few hours or a day or two at a time and disap- 
pears only to recur at a later date. 

Walking or standing in the erect position for 
a period of time considerably aggravates the 
pain. It is of interest to note that these patients 
as a rule awaken in the morning free from pain. 
After being up for several hours they may have 
a recurrence of the pain; however, most of 


*It is common knowledge that patients with some diseases 
are more comfortable in certain positions than in others; 
however, we have been unable to find any record of this fact 
aoving been applied practically in the diagnosis of hydrone 
phrosis. 
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their discomfort occurs later on during the day. 
Most of the attacks come on after a day’s worl 
and last throughout the evening. Definite relies 
is obtained by reclining. In the majority of in- 
stances more relief is obtained by lying on the 
back than on the affected side, and most relief 
is obtained by lying on the side opposite the af- 
fected kidney. In some instances patients have — 
learned that attacks can be aborted by lying 
on the opposite side. In a very small number 
of cases** patients have obtained relief by lying 
on the affected side, more relief being obtained 
in this position than when lying on the side 
opposite the affected kidney, the latter position 
having increased the pain and caused a sensa- 
tion of a heavy weight sagging down from the 
affected side. In these few cases this has been 
the only deviation from the described syndrome. 
Some patients have found that lying on the back 
with the arm on the affected side flexed under 
the lumbar region gives relief. Most of them, 
however, give a history of obtaining relief by 
lying on the unaffected side with a pillow placed 
under the lumbar region. 

It should be emphasized that obtaining a his- 
tory of the position-relief syndrome is not a 
simple matter and requires considerably more 
time and care than recording the usual history. 
Patients do not voluntarily offer this informa- 
tion, for in their opinion it is of no significance; 
consequently, careful interrogation regarding the 
postural relationships of their pain is important. 
Most of these patients have suffered for a period 
of two years or more and constant aggravation 
has lowered the threshold to pain to such a de- 
gree that they may appear as chronic complainers 
and such a diagnosis as neurosis or chronic 
nervous exhaustion may seem justifiable. 

The accompanying reflex gastro-intestinal 
symptoms of loss of appetite and nausea also 
may appear to be neurotic in character. These 
two symptoms are very common. Loss of ap- 
petite may be rather marked, at times reaching 
such a point that very few foods are tolerated, 
resulting in considerable loss of weight. Nausea 
may occur periodically and last from a few mo- 
ments to an hour or so, or in some instances it 


**Several such cases of hydronephrosis were seen prior 
to the time when it was appreciated that the position-relief 
syndrome was common to many cases of hydronephrosis. 
We have no record of some of these early cases; however, we 
have a record of sixteen patients who gave a definite and 
unmistakable history of the syndrome. Two of these patients 
obtained relief by lying on the affected side. 
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may be almost constantly present. It may re- 
cur without apparent reason several times daily, 
and it appears to have no relation whatsoever 
to the presence or absence of pain. While 
vomiting occurs, it is not nearly so frequent a 
symptom as loss of appetite and nausea. It is 
always associated with an increase in the severity 
of pain and usually is present only in the more 
severe attacks. 


Every patient who presents a history which 
suggests the position-relief syndrome will not 
have hydronephrosis; consequently, a certain 
number of unnecessary intravenous urograms 
may be made. The trouble and expense involved 
in cases of this type, however, are entirely com- 
pensated for by the discovery of a definite hydro- 
nephrosis in other cases. Early diagnosis by 
intravenous urography is most desirable, as then 
the kidney can usually be preserved. One should 
remember that ureteral catheterization in the 
presence of an intermittent obstruction at the 
ureteropelvic juncture may occasionally precipi- 
tate an acute obstruction which will require im- 
mediate surgical attention, especially if any in- 
fection is present. 


The treatment of patients who have unilateral 
hydronephrosis of the type under consideration 


is primarily surgical. Whether a conservative 
operation on the renal pelvis and ureter is feas- 
ible or whether nephrectomy is necessary depends 
on the nature and extent of the lesion and the 
condition of the other kidney. Whenever pos- 
sible, nephrectomy is avoided; however, in some 
instances the extensive damage of the involved 
kidney leaves no alternative. Commonly there 
is incomplete drainage from the renal pelvis 
which is caused by abnormal insertion of the 
ureter into the pelvis, narrowing of the lumen 
of the ureteropelvic juncture by fibrosis and 
thickening in the tissues in this region, compres- 
sion of the ureter by anomalous vessels or fibrous 
bands, or possibly, physiologic abnormalities in 
the neuromuscular mechanisms which normally 
effect complete emptying of the renal pelvis. De- 
pending on the nature of the lesion present the 
exact type of plastic operation most suitable for 
a given case will vary. These various surgical 
procedures will not be discussed at this time 
except to say that, when properly performed 
in well selected cases, quite satisfactory results 
may be anticipated. 
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A few illustrative cases are presented to in- 
dicate more clearly the value of the position- 
relief syndrome in establishing the diagnosis of 
hydronephrosis. 


Cases Illustrating the Position-relief 
Syndrome 


Case 1—A woman, aged twenty-one years, registered 
at the clinic November 6, 1934, “complaining of peri- 
odic, dull aching pain and tenderness in the left upper 
quadrant of the abdomen and momentary waves of 
nausea of four years’ duration. She had experienced 
considerable gaseous indigestion associated with belch- 
ing. Appendectomy had been performed, elsewhere, 
in June, 1933, without relief of symptoms. The pain 
usually lasted about two days, disappeared at night, 
and was followed by residual tenderness for two or 
three days. This distress was aggravated when the 
patient was on her feet, and she had discovered that 
definite relief could be obtained by reclining and that 
the pain disappeared within an hour or so after she 
lay on her right side with a pillow under her lower 
ribs, so that her left side was arched. Attacks of pain 
had occurred every three to six months, but had in- 
creased in frequency recently. There had been no 
fever, chills, or vesical symptoms. 

On physical examination at the clinic the patient 
appeared healthy and examination gave essentially 
negative results except for slight tenderness in the 
epigastrium. Microscopic examination of a catheter- 
ized specimen of urine was entirely negative. Roent- 
genologic examination of the kidneys, ureters, and 
bladder without an opaque medium disclosed nothing 
abnormal. Because of the character of the distress, 
and in spite of the normal urinary findings, an in- 
travenous urogram was made which disclosed hydro- 
nephrosis of the left kidney, grade 2 to 3, caused 
apparently by obstruction at the ureteropelvic juncture 
(Fig. 1). The right kidney was normal, and there 
was only slight reduction of function in the left kidney. 

At the time of operation the left kidney appeared 
to be in good condition except for dilatation of the 
pelvis, grade 2 plus. The extrarenal pelvis was large 
and the ureter came off fairly dependently at the side 
of the pelvis closest to the vertebral column. There 
was no demonstrable cause for obstruction at the ure- 
teropelvic juncture, which admitted a No. 10 French 
soft-rubber catheter without difficulty. A wedge-shaped 
area of the dependent portion of renal pelvis situated 
between the renal parenchyma and ureter was excised 
so that the ureter left the pelvis dependently and close 
to the kidney itself. 

Following operation this patient was entirely free 
from symptoms for one year. At the end of that 
time she experienced pain over the left renal region 
which lasted for a period of ten days. This was as- 
sociated with pus in the urine. Following marriage 
and pregnancy, pus was again found in the urine; how- 
ever, no pain was experienced. Following delivery 
she felt very well, and she has been able to take care 
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of her household duties without help and has had no 
pain whatsoever. 


Case 2——A woman, aged thirty years, came to the 
clinic in October, 1935, complaining of attacks of pain 
in the left upper abdominal quadrant of three years’ 





Fig. 1. (Case 1) Intravenous urogram, showing left hydro- 
nephrosis. 


Fig. 2. (Case 2) Intravenous urogram, showing left hydro- 
nephrosis. 


duration. At first the pain had occurred at intervals 
of every two months and had lasted for a period of 
two days; however, during the previous year the 
attacks had occurred more frequently. The pain was 
dull and aching and would increase in severity for 
several hours, then gradually decrease and finally dis- 
appear. The attacks usually occurred in the afternoon. 
Numerous examinations failed to explain the pain, 
and the patient had been advised to take a vacation 
for two months, during which time she had two 
attacks. On returning to work, the attacks became 
more and more frequent and the severity of the pain 
increased. At this time with some attacks she began 
to experience nausea and vomited. Shortly before 
coming to the clinic the pain was present approximate- 
ly five days out of each week and lasted two or 
three hours each time it occurred. At times the 
attacks occurred late in the morning, but more often 
in the afternoon, usually disappearing during the eve- 
ning. There had been some loss of appetite, and 
gaseous indigestion had been a bothersome symptom; 
however, no loss of weight had occurred. 


Careful questioning revealed that the patient ob- 
tained relief on reclining ; lying on her back or her right 
side had aborted a number of attacks. She had 
found it impossible to lie on her left side as this 
position definitely increased the pain. 

Physical examination and laboratory tests, including 
urinalysis and roentgenograms of the kidneys, ureters, 
and bladder, gave negative results. An intravenous 
urogram revealed left hydronephrosis, grade 3, which 
was considered to be secondary to obstruction at the 
ureteropelvic juncture (Fig. 2). 
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At operation the kidney appeared to be normal except 
for enlargement of the renal pelvis, grade 3. Severa! 
anomalous vessels ran to the lower pole of this kidney 
and pressed on the ureteropelvic juncture, thereby 
constricting the lumen of the upper portion of the 
ureter. The pelvis was of the square-shaped type, 
the ureter coming off at the medial dependent portion 
so that it was located a considerable distance from 
the lower pole of the kidney. After temporary con- 
striction of the anomalous vessels, which did not demon- 
strate any marked circulatory changes in the lower 
pole of the kidney, the vessels were severed. A wedge- 
shaped portion of the lower part of the pelvis situated 
between the ureter and lower pole of the kidney was 
excised. This patient has had no symptoms whatso- 
ever since surgery. 


Case 3—A woman, aged sixty-one years, registered 
at the clinic December 21, 1934, complaining of weak- 
ness, gaseous indigestion, and dull pain in the right 
half of the abdomen. The pain had occurred first 
about two years previously and had recurred periodic- 
ally since then. It was referred sometimes to the 
region of the right scapula and occasionally was rather 
severe. Weakness had gradually supervened and the 
pain had become constant. Gaseous indigestion had 
become more pronounced and was especially trouble- 
some after eating. Roentgenograms of the stomach 
and gallbladder had been made, elsewhere, and the 
patient had been told that she was suffering from 
disease of the gallbladder and was advised to undergo 
cholecystectomy. 

Careful questioning elicited the fact that the pain 
was definitely affected by variations in posture. It was 
aggravated when the patient walked or was on her 
feet for any length of time. Lying on the back or 
right side gave her some relief, but lying on the left 
side gave considerably more relief. There had been 
no vesical symptoms, fever, chills, or jaundice at any 
time. 

Physical examination was essentially negative except 
for obesity. Urinalysis was negative. Roentgenologic 
examination of the gallbladder disclosed that it was 
functioning poorly and contained stones. A roentgeno- 
gram of the kidneys, ureters, and bladder revealed 
no gross abnormality. Because of the definite postural 
relationship of the pain, and in spite of the negative 
urinalysis, negative roentgenogram of the kidneys, 
ureters, and bladder, and positive evidence of a diseased 
gallbladder containing stones, which could easily be 
accepted as the explanation of her symptoms, urologic 
investigation was carried out. 

An intravenous urogram revealed a normal left 
kidney, and hydronephrosis, grade 2, of the right kid- 
ney. Cystoscopy and retrograde pyelography demon- 
strated marked stasis in the right renal pelvis, apparent- 
ly due to obstruction at the ureteropelvic juncture 
(Fig. 3). Interestingly enough, following cystoscopic 
examination the patient had a slight reaction char- 
acterized by pain and fever. This responded promptly, 
however, to drainage of the right kidney with an in- 
dwelling ureteral catheter. The patient stated that 
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the pain she had during this period was identical to 
that which she had experienced previously. 


Operation revealed a small kidney firmly imbedded 
in inflammatory perirenal tissues. Marked pyelectasis 
and caliectasis were present, and the cortical surface 
of the kidney showed evidence of considerable in- 
fection. Because the patient was sixty-one years of 
age and the opposite kidney was normal, and because 
of the infection and extensive renal damage, nephrec- 
tomy was performed. The pathologist reported diffuse 
pyonephritis and multiple depressed scars on the cortex. 
The ureteropelvic juncture had been compressed by 
bands of fibrous tissue. It was estimated that 60 per 
cent of the kidney was destroyed. Following opera- 
tion the pain entirely disappeared. The gastro-intesti- 
nal symptoms, however, did not improve. Two years 
later, cholecystostomy was performed and stones were 
removed from the gallbladder. 


The following case is reported as an example 
of the small group of cases previously mentioned 
in which patients obtained relief by lying on 
the affected rather than on the unaffected side: 


Case 4—A woman, aged forty-nine years, came to 
the clinic in January, 1937, complaining of attacks of 
pain in the right side of the abdomen which had been 
present for a period of two years. At times, the pain 
had been referred through to the back. At first the 
attacks had occurred periodically and infrequently; 
however, in the year preceding admission they had oc- 
curred more frequently, and for the previous six 
months the pain had been almost constant. In this 
period of two years the patient had experienced pe- 
riods of nausea, but these had had no relation to the 
presence or absence of pain. At first, nausea might be 
absent for a week or two at a time and then be 
followed by several attacks of nausea daily. In the 
year preceding admission these attacks of nausea had 
become more frequent and had occurred each day, 
and in the last six months the nausea had been almost 
constant. Loss of appetite was marked, and there had 
been an associated loss of weight amounting to 30 
pounds (13.6 kg.). Because of the gastro-intestinal 
symptoms the patient had during these two years 
markedly limited her diet and for a few months pre- 
ceding admission had eaten only soup. Vomiting oc- 
curred only when the pain was very severe. Various 
diagnoses had been made, one of which was appendi- 
citis. 

Careful questioning revealed that the patient had 
rarely awakened with pain in the morning. After be- 
ing up for a time pain occurred, and she could obtain 
relief by reclining. While some relief was experienced 
when she lay on her back, most relief was obtained 
when she lay on her right side. She had made a 
small, square, thick pillow which she always placed 
under the right lumbar region. Lying on her left 
side always increased the pain and caused a sensation 
as though something heavy were sagging from her 
right side. 
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Physical examination was negative, as were labora- 
tory tests, including examination of the urine and 
roentgenograms of the kidneys, ureters, and bladder. 
Urologic investigation revealed right hydronephrosis, 
grade 3, with obstruction at the ureteropelvic junc- 
ture (Fig. 4). At the time of cystoscopy 110 c.c. of 





Fig. 3. (Case 3) Right retrograde pyelogram, showing hy- 
dronephrosis. (Retrograde pyelogram was made soon after 
an intravenous urogram.) 


Fig. 4. (Case 4) Right retrograde pyelogram, showing 
marked hydronephrosis. (This pyelogram was made soon 
after an intravenous urogram, which showed diminished func- 
tion of the right kidney.) 


residual urine was aspirated from the right renal pel- 
vis. 

Operation revealed edema in the perirenal tissues and 
a large flabby-appearing kidney with a distended extra- 
renal pelvis the size of an orange. Dilatation of the 
calices had resulted in considerable thinning of the 
renal parenchyma. Hydronephrosis was associated with 
anomalous vessels running to the lower pole of the 
kidney. Nephrectomy was performed and the pathol- 
ogist reported destruction of 50 per cent of the renal 
parenchyma. 

The patient’s convalescence was uneventful, and with- 
in a week from the time of operation she had a better 
appetite and ate more at each meal than she had at 
any time in the previous two years. The gastro-intes- 
tinal symptoms have entirely disappeared. 


Summary 


A certain group of patients who have unin- 
fected hydronephrosis consult the physician be- 
cause of abdominal pain which at first does not 
seem typical of any given organic disease. Urin- 
alysis and a plain roentgenogram of the kidneys, 
ureters, and bladder reveal nothing abnormal. 
Careful questioning of the patient, however, 
2licits certain postural relationships of the pain 
to which the term “position-relief syndrome” 
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has been applied. Anorexia and nausea are com- 
mon associated symptoms. 

This syndrome should, at once, arouse sus- 
picion of hydronephrosis and indicate the neces- 
sity of urologic investigation. In most in- 
stances intravenous urography offers a very sat- 


isfactory method of diagnosis. Treatment is 


primarily surgical, and early diagnosis is most 
important before renal damage has become ex- 
tensive, as this enhances the feasibility of a con- 
servative operation and makes possible preser- 
vation of the kidney. If the disease is advanced, 
nephrectomy may be necessary. Four illustra- 
tive cases are presented. 





WHY MEN KILL 


Half the homicides committed in the United States 
arise over some trifling incident. This is the conclusion 
reached by a study of 500 homicides reported to the 
Metropolitan Life Insurance Company among a group 
of its policyholders. It may well be assumed that the 
same proportion applies to the total of about 10,000 
homicides reported annually for the United States as a 
whole. 


The information regarding the circumstances attend- 
ing the 500 homicides covered by the present study has 
been obtained from such sources as reports of coro- 
ners’ inquests, statements of insurance investigators, 
and newspaper clippings. 

A great variety of situations—for the most part, ab- 
surdly trivial quarrels—led up to these misfortunes. 
Chief among these were disputes concerning domestic 
or family affairs: An irate husband beats and kills his 
wife because his dinner is not ready on time; a drunken 
youth shoots his mother for remonstrating with him 
about his drinking to excess; a man shoots a friend 
after an argument over being the last to be served a 
glass of beer in a neighbor’s home. No less than 11.6 
per cent of all the slayings follow domestic quarrels 
about no more serious affairs than these. 

The second important occasion of quarrels leading to 
homicide involves money or property, usually of little 
value—sometimes no more than 25 cents. In still other 
instances, quarrels arise because of insulting remarks 
or personal affronts, gambling differences, or other sit- 
uations that create a burst of hatred or anger. Typical 
incidents of this kind are the following: A lunchroom 
proprietor shoots a customer after an argument over 
the quality of a sandwich; a man is beaten and killed 
following a quarrel developing from a person’s acci- 
dentally stepping on another’s foot; a man slashes an- 
other because they quarrel about who shall play a me- 
chanical nickelodian first. In a considerable number 
of these cases the abuse of alcohol is mentioned. Out 
of the 250 killings resulting from quarrels, in 116 cases 
either the slayer, the victim, or both had been drinking. 

In connection with the homicides arising from jeal- 
ousy or thwarted love, it is interesting to note that the 
beloved, and not the love rival, is more often the victim. 
Fifty-three persons were slain thus, as against 35 slain 
by their rivals in a love affair. In this type of homicide 
the slayer commonly commits suicide. In fact, one- 
fourth of the slayers who were classed as aggressors in 
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the slaying of husband, wife, or lover ended their own 
lives also. 

Homicides arising out of or during crimes of violence 
—robberies, burglaries, or jail breaks—account for 80 
victims in this experience, or 16 per cent of the total 
number. Unfortunately, the officers of the law and law- 
abiding citizens are the victims more often than the 
criminals. Of 43 persons who died at the hands of fel- 
ons, 6 were police officers; 15 were going about their 
work as watchmen, gasoline station operators, trades- 
men, etc.; and the remaining 22 were other law-abiding 
citizens. The number of felons slain was 37, of whom 
33 were killed by law officers and four by their intended 
victims. 

Spectacular murders by gangsters constitute a lower 
percentage of the total than we should be led to expect 
from the publicity given to them. Only 14 of the 500 
slayings, or under 3 per cent, fell into this class. These 
murders occur in connection with rackets involving the 
dope traffic, labor disputes, and lotteries, and usually 
arise from rivalry between gangs or the attempt of one 
gang to break into the territory of another. 

Ten persons were killed in attempting to evade arrest 
for trespassing or for disturbing the peace. Eight were 
killed for revenge on account of personal grudges of 
long standing or from a desire to even scores against 
informers. Insane persons committed 14 slayings, of 
which six took place in institutions. In 11 cases no mo- 
tive for the slaying was apparent; the slayer was 
crazed with liquor and had no particular enmity against 
nor quarrel with his victim. Apparently, at the moment, 
he merely wanted to kill. Of the three cases that are 
classified as due to miscellaneous causes, two involved 
sex offenses, and in one case the slayer killed his wife 
in despair over financial troubles. 

Criminal abortions, of which there were 22 fatal 
cases, are included here to conform with the current 
international practice of statistical offices, which list 
this cause of death with homicides. 

This review of 500 recent homicides brings out strik- 
ingly that practically all killings arise under the stress 
of emotions of fear, hatred, anger, jealousy, or greed. 
And, absurd as it may seem, by far the majority are 
due to disputes or quarrels about trifles. Surely under 
such conditions it should be possible to reduce the num- 
ber of homicides to the point reached in other civilized 
countries.—Statistical Bulletin, Metropolitan Life Ins. 
Co., January, 1939. 
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TREATMENT OF CHRONIC SUPPURATIVE DISEASE OF THE LUNG* 





THOMAS J. KINSELLA, M.D. 


Clinical Assistant Professor of Surgery, University of Minnesota Medical School 


Minneapolis, Minnesota 


HE term, chronic suppurative disease of the 

lung, is here used to include those more or 
less chronic, non-tuberculous, suppurative proc- 
esses within the lung, included under the terms 
pulmonary abscess, pulmonary gangrene, pul- 
monary infarct, bronchiectasis, and, in addition, 
the chronic suppuration now being recognized 
with increasing frequency in the course of pul- 
monary tuberculosis secondary to bronchial 
stenosis and frequently inappropriately called 
tuberculous bronchiectasis. This group embraces 
a number of conditions which may be not only 
distressing, debilitating and very disabling to the 
patient but even quite annoying to his associates 
because of the foul sputum expectorated. Their 
course, complications, prognosis and treatment 
are not always thoroughly understood by spe- 
cialists, and even much less so by the general 
profession who are called upon to treat so many 
of these patients. In general, taken by and large, 
they are not well handled. This presentation 
is made, not in the hope of answering all prob- 
lems involved, for many are as yet unsolved, 
but rather to present some of the things we know 
about their care and the contributions which 
modern thoracic surgery has made towards their 
adequate treatment. 


Pulmonary Abscess 


There is always considerable confusion con- 
cerning the proper use of the terms pulmonary 
abscess and pulmonary gangrene, and as to when 
a plain pulmonary abscess becomes a gangrenous 
abscess. Perhaps the use of the terms non- 
putrid and putrid abscess might be less confus- 
ing, but even here no sharp lines can be drawn. 
The term gangrene is properly applied to a de- 
structive process within the lung in which there 
is an associated group of various anaérobic or- 
ganisms of the fusospirochetal group which pro- 
duce the putrid odor characteristic of such con- 
ditions. The presence of such an odor is in- 
dicative of inadequate drainage and the pres- 
ence of devitalized tissue or fibrin within the in- 
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volved area. Following the removal of this 
material the odor from the abscess promptly sub- 
sides. 


There is still much discussion as to whether 
pulmonary abscess occurs as a result of aspira- 
tion of material from the mouth or the lodg- 
ment of septic emboli in the lung field. This 
problem cannot be answered categorically but 
I believe it is only fair to state that it may de- 
velop in either way. Experimentally it is very 
difficult in normal animals to produce a lung ab- 
scess by injection of foreign material into the 
bronchial tree directly. The cough reflex is the 
protective mechanism of the lung which pre- 
vents such a development. It is quite evident 
that if an abscess is to be developed in this way 
there must be not only aspiration of septic ma- 
terial from the mouth or throat but there must 
likewise be some disturbance of this protective 
mechanism to permit retention of this material 
and obstruction of a portion of the bronchial 
tree before an abscess will develop. On the 
other hand, it is very easy, experimentally, to 
induce suppuration of the lung by the injection 
of septic material into a vein, from which it is 
carried to the lung, producing a small infarct in 
which the organisms may grow, producing the 
destruction characteristic of lung abscess. 
Clinically it seems evident that abscess within 
the lung in the human may be produced by both 
mechanisms. The abscess complicating a _ re- 
tained foreign body in the lung is an example 
of the first. A pulmonary abscess complicating 
an operation on a peripheral septic area is a 
good example of the second type. 


Treatment.—While surgically we are more or 
less concerned with the more chronic stages of 
the process, a few remarks on the treatment of 
the earlier stages may not be amiss. The ade- 
quate use of bed rest, supportive measures, trans- 
fusion, maintenance of adequate nutrition and 
so forth cannot be stressed too strongly. The 
lung possesses marvelous powers of repair if it 
can be adequately drained and relieved of the 
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offending material. The above mentioned meas- 
ures may be expected to be followed by spon- 
taneous evacuation and healing in a fair per- 
centage of instances. Medications of various 
types may be of some value, particularly expec- 
torants, sedatives to control excessive cough but 
not to suppress the cough reflex. Antipyretics, 
analgesics and so forth may also add to the pa- 
tient’s comfort. Arsenic and bismuth injections 
have been used rather extensively in the hope 
of destroying the causative organisms, thereby 
healing the abscess. These drugs may have some 
value in helping to control the odor by killing 
the putrefactive organism present, but unless 
the abscess is drained adequately and the dead 
tissue removed the odor will recur. Sulphanil- 
amide may be of some value if streptococci pre- 
dominate. They should not be considered as 
curative drugs in this condition. 

Postural drainage has a definite and valued 
place in the treatment of various pulmonary 
diseases, but it must be used intelligently and not 
merely as a routine. Unless an abscess is drain- 
ing through a bronchus, and that fairly freely, 
it is foolish to expect postural drainage to help 
the situation. Many a patient desperately ill 
with suppuration within the lung has been need- 
lessly subjected to postural drainage when the 
abscess did not as yet have a communication 
with an open bronchus. Postural drainage only 
utilizes gravity in the drainage of an unfavor- 
ably located abscess through its communicating 
bronchus, which means turning the patient to 
such a position that the opening of the drain- 
ing bronchus is at the bottom of the abscess 
cavity so that the pus may enter it and be 
coughed up. By the same token it is folly to 
utilize postural drainage when preceded by large 
doses of opiates which render the cough re- 
flex inoperative. This not only interferes with 
adequate drainage but may predispose to as- 
piration and retention of septic material in other 
areas of the lung. 


Bronchoscopic Examination and Aspiration.— 
It is not my province to attempt to discuss bron- 
choscopic treatment of pulmonary suppuration. 
A few points, however, are pertinent. It should 
not be done immediately but rather delayed until 
an abscess wall has formed and the abscess 
localized, a phenomenon which usually occurs 
in about three weeks. If no results are obtained 
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after two or three such treatments it should be 
discontinued and another type of treatment in- 
stituted. While its greatest field lies in the treat- 
ment of acute abscess it is eminently worth 
while in the treatment of chronic abscess and 
a goodly number, even several months old, may 
clear completely following the establishment of. 
adequate drainage by bronchoscopic methods. 
Good effects come, not from the passage of the 
bronchoscope itself, but from the establishment 
of adequate drainage from the abscess through 
a free bronchus by the dilatation of strictures 
so commonly present in lung abscess, by removal 
of obstructing granulation tissue, by removal 
of foreign bodies, and by the removal of dead 
tissue from the abscess cavity itself. The re- 
moval of tissue from the obstructing area for 
microscopic examination at the time of bronchos- 
copy cannot be too strongly stressed, as 10 per 
cent of chronic lung abscesses develop distal to 
a degenerating malignancy of the bronchus 
which might otherwise be missed. The valuable 
aid which the bronchoscopist may give in the 
localization of the abscess must not be over- 
looked. 


Aspiration.—I mention external aspiration in 
speaking of treatment of pulmonary abscess 
merely to condemn a practice all too commonly 
used in the presence of this type of pulmonary 


suppuration. It seems to me that almost every 
abscess I have seen recently has either been 
needled or such a recommendation has been 
made before considering surgical drainage. 
Don’t do it. The practice is dangerous and at 
the best cannot hope to cure the condition. In 
the first place these abscesses contain not only 
pus, but fiber masses, clots and dead tissue, 
which not only could not be aspirated through 
the ordinary needle even of veterinary propor- 
tions, but could not be pulled through the or- 
dinary catheter, so the chances of accomplish- 
ing anything by such aspiration are nil. Sec- 
ondly, there is danger of inducing hemorrhage, 
air embolism, or metastatic foci by such manip- 
ulation. Thirdly, and by far the most important: 
While the presenting point of the abscess to- 
wards the pleura may be surrounded by ad- 
hesions and therefore walled off from the free 
pleural cavity there are all too frequently ex- 
tensive areas of free pleural space adjacent to 
this point so that the exploring needle may not 
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only cause air leakage into the pleural cavity 
resulting in accidental pneumothorax but it may 
cause a rupture of the abscess into the free 
pleural space or contamination of the intact 
pleural cavity by the myriads of organisms pres- 
ent in the abscess and adjacent lung tissue as the 
needle is withdrawn across the obliterated space. 
One has only to be called upon to see, or smell 
or treat a putrid empyema resulting from such 
an attempt to forever be cured of such a prac- 
tice. The aspirating needle should be inserted 
into the lung or abscess cavity only at the oper- 
ating table with the pleura exposed as the ab- 
scess is about to be surgically drained. 


Artificial Pneumothorax.—Again I mention a 
procedure which should not be advocated in the 
treatment of pulmonary abscess, for it, likewise, 
is dangerous. The chances of a successful re- 
sult from its use are not particularly great. We 
should expect no results from its use unless the 
bronchus were patent and the abscess draining 
freely, and then it should not be necessary, for 
under such conditions the abscess will usually 
heal spontaneously. Pneumothorax can do 
nothing save squeeze down the lung in an at- 
tempt to approximate the walls of the abscess 
cavity. Unless there is adequate drainage for 
the necrotic material present in the abscess, the 
walls cannot be brought into apposition and the 
collapse of the surrounding tissue may well inter- 
fere with rather than favor drainage through the 
bronchus. Likewise, there are usually some 
local adhesions about the peripheral point of the 
abscess which will prevent complete collapse of 
the involved lobe, and pulling upon these ad- 
hesions by increasing intrapleural pressure may 
well tear through infected tissue, cause a per- 
foration of the abscess into the free pleural 
cavity, or contamination of the pleura without 
rupture of the abscess directly. A violent, putrid 
empyema resulting from such contamination 
may be extremely serious if not fatal to the pa- 
tient. 


Localization of Abscess——Accurate localiza- 
tion of the position of the pulmonary abscess is 
essential to both medical and surgical treatment 
of the condition. To the medical man it is im- 
portant in the selection of a proper posture 
to facilitate drainage after the bronchus is open. 
To the surgeon, considering external drainage, 
it is of even more vital importance, for his ap- 
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proach should be made over the most superficial 
point of the abscess to avoid the necessity of 
traversing lung tissue to reach it. Localization 
of the abscess may be accomplished by several 
methods or a combination thereof. First, the 
occurrence of a local area of pleurisy may indi- 
cate the presenting point of the abscess cavity 
against the parietal pleura. Second, the finding 
of local point tenderness in the interspace may 
very sharply localize the position of the ab- 
scess, an indication of local pleurisy and hyper- 
sensitivity of the parietal pleura in this area. 
Physical examination by percussion may ac- 
curately localize the process or the stethoscopic 
findings of consolidation or cavitation may be of 
help. True cavity findings are encountered 
much less frequently than in tuberculous cavita- 
tion, probably because of the more frequent oc- 
currence of bronchial narrowing in these sup- 
purative conditions. 

Bronchoscopic examination may be of great 
value in localization of an abscess by indicating 
from which bronchus or- bronchial radical the 
pus from the abscess appears. A_ blocked, 
branch bronchus or area of granulation tissue 


may be the sentinel to indicate the position of 


the communicating bronchus. A word of cau- 
tion might be inserted to avoid an occasional 
mistake which can easily be made if local con- 
ditions are not taken into account. An abscess 
which lies adjacent to an interlobar fissure may 
penetrate this fissure and drain through a branch 
bronchus of an adjacent lobe, thus pus may be 
seen coming from a small branch of an upper 
lobe bronchus whereas the main abscess orig- 
inated within the lower lobe. 

Roentgen examination, of course, offers a very 
accurate method for localization of the pul- 
monary pathology. Exposures taken in the 
posterior-anterior and lateral direction will usu- 
ally give a better localization of the process 
than will stereoscopic plates. It is usually ad- 
visable to accurately localize the abscess at the 
earliest possible moment, as subsequent thicken- 
ing of the pleura or the development of a pleural 
effusion may later render such localization by 
x-ray difficult or impossible. The recent devel- 
opments in tomography or planography have 
proven of great value in this type of work, par- 
ticularly in the presence of thickened pleura, 
pleural effusion and multilocular abscesses 
where a fluid level with an air pocket above are 
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not present to give sufficient contrast to be easily 
seen, particularly on the lateral exposure. 


Treatment.—(1) Diaphragmatic Paralysis: 
The use of phrenic nerve interruption to par- 
alyze the diaphragm in the treatment of pul- 
monary abscess has been advocated from time 
to time but has never become particularly pop- 
ular and probably should not be. If the abscess 
is adequately drained through a bronchus and 
some help is necessary to bring about approxi- 
mation of the abscess cavity walls then perhaps 
phrenic interruption might be of use. However, 
caution should be used, and it must always be 
remembered that paralysis of the diaphragm may 
be followed by excessive elevation and subse- 
quent kinking of the draining bronchus and in- 
terference with drainage of the cavity. It might, 
therefore, increase rather than alleviate the diffi- 
culty. It must never be used unless the bron- 
chus is widely open and the abscess adequately 
drained. 


(2) Thoracoplasty: For the same reasons 
mentioned above, the use of extrapleural thora- 
coplasty in the treatment of these conditions is 
not to be advocated unless the abscess is ade- 
quately drained and some additional help is 
needed in the closure of a rigid walled residual 
pocket. Under these conditions the use of extra- 
pleural thoracoplasty to reduce chest volume and 
approximate cavity walls, or obliterate empyema 
cavity, might be advantageous. Here, as in 
phrenic nerve surgery, unless the abscess cavity 
is adequately drained, extrapleural thoracoplasty 
should not be used, as it may bring about kinking 
of the bronchus and interference with drainage. 


Extrapleural Plombe or Packing.—The use of 
some form of extrapleural packing following the 
stripping of the parietal pleura from the inside 
of the chest wall surgically, either in the form 
of gauze or a paraffin mass, has been advocated 
and used in the treatment of pulmonary abscess. 
Theoretically, in the presence of a peripheral 
abscess, adequately drained through its bronchus, 
the application of external pressure in the region 
of the abscess wall should be of aid in obliterat- 
ing the residual cavity. Some good results have 
been obtained by the use of this procedure in 
properly selected cases. It should not be used 
unless the abscess is draining adequately through 
the bronchus, and by the same token should not 
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be used in the treatment of putrid abscess when 
the very nature of the discharge indicates that 
the cavity still contains a necrotic tissue which 
must be removed. In a modification of this 
procedure advocated by Dolley, packing material 
is placed outside the parietal pleura and _peri- 
osteum following resection of the overlying ribs. 
It is well to remember here as in the correspond- 
ing treatment for peripheral tuberculous cavities 
that at times the peripheral shell of the lung 
overlying the cavity survives only through a 
blood supply acquired through the adhesions 
formed between visceral and parietal pleura, and 
that when the pleura is stripped from the chest 
wall for the insertion of the plombe, the blood 
supply is destroyed and necrosis of the cavity 
walls may occur from pressure or the rupture of 
the abscess into the pack bed. Extrapleural 
paraffin has likewise been used by Sauerbruch 
as the first stage in the drainage of pulmonary 
abscess, the irritation stirred up by its presence 
causing obliteration of the adjacent free pleural 
cavity. The pack is then removed and the 
abscess drained into the pack bed at subsequent 
operation. 


Surgical Drainage.—The question as to which 
pulmonary abscesses should be drained and when 
they should be drained is one which cannot be 
settled arbitrarily, as individual conditions, loca- 
tion, experience and facilities available must be 
taken into account. Extensive figures have been 
compiled and published showing the compara- 
tive results and mortality of medical and sur- 
gical treatment of lung abscesses, both non- 
putrid and putrid, all of which are very confus- 
ing and after all may not mean much unless the 
extenuating circumstances in all cases are taken 
into consideration. First of all, pulmonary ab- 


scess and pulmonary gangrene are extremely , 


serious conditions. The patients are desperately 
ill from a marked toxemia and a goodly num- 
ber die before the process ever becomes local- 
ized. This is especially true in the putrid con- 
dition called pulmonary gangrene. Should the 
patient survive the acute process he is still des- 
perately ill from an extremely serious condition. 
Supportive treatment with a minimum of ex- 
ternal trauma should be the keynote at all times. 
When the process has become localized at the 
end of three weeks or thereabouts more active 
measures should be undertaken, using the sim- 
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pler means first and the more radical only when 
they become indicated. If the process is clearing 
spontaneously and improvement is progressive, 
certainly no active interference should be under- 
taken. If it is not, bronchoscopic examination 
and treatment should be instituted in an attempt 
to obtain early adequate drainage of the abscess 
through the bronchus. If this can be accom- 
plished the patient may be saved much more 
serious interference at a later date, and the 
duration of his illness may be vastly shortened. 
If this proves inadequate, either because en- 
trance to the abscess cannot be obtained or be- 
cause adequate drainage does not follow, the 
treatment should be discontinued, for it is folly 
to subject the patient to a whole series of pro- 
cedures which are not producing the desired 
results. Needless to say, the manipulation should 
be gentle as possible and not performed by a 
beginner at this type of work. 

If favorable response has not been obtained 
from the previous treatment, the question of 
surgical drainage of the abscess must be con- 
sidered. The questions of when and how are 
often extremely important. There is firmly 
rooted in the medical mind the idea that no 
surgical attempt at drainage of pulmonary ab- 
scess should be undertaken within three months 
of the onset, and all too frequently this period is 
extended indefinitely in the hope that a miracle 
will occur and the abscess heal spontaneously. 
All of this was very well in its day, when thoracic 
surgery was in its infancy, but today the prob- 
lem is much different. Manifestly, there is no 
excuse for surgical interference for a lung ab- 
scess which is healing spontaneously. Likewise, 


an abscess which is improving and receding 


under bronchoscopic aspiration should be al- 
lowed to continue to do so as long as the im- 
provement is progressive and complete. Should 
this not result, surgical drainage should be con- 
sidered. Pulmonary abscesses begin to heal 
when adequate drainage is instituted. They do 
not heal when there is inadequate drainage, when 
there is necrotic tissue present giving the putrid 
odor, when they are multilocular, which usually 
means inadequately drained, and when they have 
persisted for such a time that the wall becomes 
rigid and the lung fibrotic with secondary bron- 
chiectatic changes in the adjoining tissue. If the 
pus and necrotic tissue cannot be removed 
through normal channels then drainage must be 
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established by surgical means. 


Much of the 
high mortality attributed to surgical drainage 
of lung abscess may fairly be attributed to delay 
in submitting the patient for surgical drainage 
rather than to do the surgical manipulation it- 
self. 


Delay in establishing adequate drainage may 
permit the process to become multilocular, me- 
tastasis to occur, the pleural cavity to become 
infected or the patient to become so debilitated 
only a miracle could save him no matter what 
be done. It is true that there are certain defi- 
nite dangers associated with operations for sur- 
gical drainage of the lung abscess, some of which 
can be minimized, some of which cannot. The 
dangers of shock and hemorrhage can be reduced 
by proper pre-operative and operative manipu- 
lations and the use of certain technical steps not 
pertinent to this paper. The danger of the de- 
velopment of an empyema can be greatly reduced 
by the use of a two-stage operation but cannot 
be totally eliminated. The danger of air em- 
bolism can be reduced but not completely pre- 
vented. The dangers of local spread of the 
disease can be lessened by avoiding heavy doses 
of sedatives which might hinder expectoration 
postoperatively. The danger of metastatic 
peripheral abscess which occurs spontaneously 
and which may be induced by local manipula- 
tion cannot be avoided. 

The question as to whether to use a one-stage 
or two-stage drainage of a lung abscess can be 
settled rather simply. If the pleural cavity is 
completely obliterated in the exposed area, a 
single-stage drainage of the abscess may be 
undertaken, with approximately the same degree 
of safety as a two-stage operation, except for 
those abscesses which lie under the scapula and 
necessitate extensive discretion for proper expo- 
sure. In such a case it may be wiser to insert 
a pack to wall off the local area before grossly 
contaminating it with the myriads of organisms 
always present in these abscesses. If free 
pleural space is present, mere suturing of the 
lung to the chest wall may prove adequate to 
permit a one-stage drainage of an abscess but is 
quite likely not to do so, and secondary infection 
of the pleural cavity may result. Two-stage 
drainage of lung abscess is undoubtedly safer be- 
cause it permits the walling off of the pleural 
cavity and the adjacent tissues before the inev- 
itable contamination which must follow opening 
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of the abscess into the local field. Even if the 
lung appears to be fused to the parietal pleura, 
it may be well to place an encircling suture in 
order to be sure that the manipulation of drain- 
age of the abscess and subsequent packing does 
not tear down delicate adhesions and permit the 
adjacent pleural cavity to open. 

With the field exposed, the local area is pal- 
pated to localize the abscess, an exploring 
needle is inserted and the abscess opened along 
the needle before it is withdrawn. While the 
making of a small opening for the insertion of 
a small tube may at times prove adequate it 
is not to be recommended. The opening should 
be made sufficiently large to permit exploration 
of the interior of the cavity, to permit the re- 
moval of devitalized tissue and a visual search 
for the openings of accessory pockets, particular- 
ly in those abscesses which have never shown 
a single fluid level on x-ray films. Following the 
removal of a necrotic tissue, which must be done 
gently to avoid producing hemorrhage, the cavity 
is packed with gauze to control any oozing. Stiff- 
walled tubes should not be inserted for fear 
that they may produce a slough of the lung tis- 
sue with subsequent hemorrhage. The external 
opening must be kept open until the abscess cav- 
ity has become obliterated by expansion of the 
surrounding lung or by granulation tissue if re- 
currence is to be avoided. It is to be expected 
“that the process of healing will be slow, partic- 
ularly in those abscesses which have existed for 
a long period of time prior to drainage. Sec- 
ondary plastic closure by pedicle muscle flaps 
may subsequently become necessary but should 
not be done until all infection in the surround- 
ing lung tissue has subsided. The recently pub- 
lished work of Neuhof, Mount Sinai Hospital, 
New York, on the early drainage of putrid lung 
abscess by surgical means is worthy of note, 
and may prove the answer to avoiding prolonged 
disability so frequently associated with this dis- 
ease and its treatment. 


Lobectomy.—This procedure has not been 
given particularly serious consideration in the 
treatment of lung abscess until the last few years 
because of the relatively high mortality asso- 
ciated with this operation in the earlier stages 
of its development. With the advances which 
have been made in thoracic surgery in the last 
few years and the lowered mortality which has 
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siderable bronchiectasis. 


come with greater experience in this field, it is 
now proper to at least consider the possibilities 
of lobectomy as a proper surgical treatment for 
certain lung abscesses of more chronic type. 
In this category might be included the chronic 
abscess from which the patient is having profuse 
or repeated pulmonary hemorrhage, the abscess 
with a more or less rigid wall which might be 
obliterated with difficulty after external drain- 
age, and the chronic abscess associated with con- 
The pleural cavity 
should not be too densely obliterated but a par- 
tial obliteration of the pleural cavity should ren- 
der the procedure less hazardous. One of the 
cases presented in the lantern slide demonstra- 
tion accompanying this paper illustrates this 
point. In this instance, the patient presented a 
more or less chronic right lower lobe abscess 
from which profuse pulmonary hemorrhage had 
occurred on several occasions. The pleural cav- 
ity was almost completely free of adhesions. 
A primary, one-stage, right lower lobectomy was 
performed in preference to a two-stage drainage 
of the abscess with a very favorable result. The 
question of the relative risk of the two pro- 
cedures, of course, must always be borne in 
mind. 


Bronchiectasis 


Bronchiectasis is a condition and not a pri- 
mary disease. It may develop on a congenital 
background but more commonly occurs secon- 
dary to a number of conditions such as pul- 
monary abscess, intra-bronchial foreign body or 
tumor, tuberculosis or a number of other con- 
ditions in which association of infection with 
bronchial stenosis or some other disturbance of 
bronchial drainage leads to weakening of the 
bronchial wall, dilatation and cavity formation, 
with the production and retention of various 
amounts of secretion in the involved area. This 
condition is essentially a chronic one whose 
early course is often mild and characterized by 
periods of complete or relative absence of symp- 
toms. The early symptoms are those of a re- 
current chronic bronchitis, while later there is 
more or less constant cough with expectoration 
of varying amounts of purulent sputum which 
may be foul or putrid if retention of secretion 
occurs. Intercurrent episodes of pneumonia or 
pneumonitis are relatively frequent. Pulmo- 
nary hemorrhage varying from slight streaks or 
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pinkish sputum to repeated or profuse pulmo- 
nary hemorrhage occurs in at least one-half of 
the patients so afflicted, more frequently on a 
percentage basis than in patients suffering from 


pulmonary tuberculosis. Later in this disease, 
dyspnea, cyanosis of the lips, cheeks and digits 
occurs frequently and clubbing of the fingers 
and watch crystal nails are frequently seen. It 
may be compatible with life for long periods of 
time, although the recurrent attacks of pneu- 
monitis are quite dangerous. In the earlier stages 
of the disease, the cough is more of a nuisance 
than a handicap, whereas in its later stages the 
frequent cough and profuse expectoration, par- 
ticularly if associated with foul odor, is a se- 
rious handicap, interfering with work and more 
or less ostracizing the patient from his family 
and associates. 


Diagnosis —Before the advent of broncho- 
scopic examination and radiographic study fol- 
lowing the injection of iodized oil into the 
bronchial tree, our knowledge of this condition 
was more or less confined to the advanced stages 
of the disease where the classical picture of the 
disease was all too evident. With the aid of 
these measures, it is not only possible to detect 
the condition in its earlier stages but to clearly 
outline the extent of involvement and the 
changes which may occur from time to time dur- 
ing the course of the process. Such information 
renders our attempts at treatment of the condi- 
tion, particularly by surgical methods, more 
accurate and altogether more satisfactory. Be- 
fore any intelligent attempt can be made at the 
treatment of this condition, it is absolutely es- 
sential that these studies be made and the exact 
extent and character of the local condition 
known. 


Treatment.—Efficient treatment of this con- 
dition must, of course, vary with local condi- 
tions, the extent and duration of the process and 
the presence or absence of associated complica- 
tions. 


1. Constitutional Treatment: While these 
patients are frequently of fair nutrition, they 
are usually below par in more ways than one. 
Rather intensive hygienic treatment associated 
with an adequate amount of rest is usually in- 
dicated in order to improve the patient’s general 
condition and his resistance against the infection 
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which he is carrying. Special treatment may be 
required because of poor appetite, anemia, diges- 
tive disturbances, etc. 


2. Respiratory Infection: As these patients 
are usually unduly susceptible to upper respira- 
tory infections, they must be protected against 
these infections to the greatest possible degree 
by avoiding contact, avoiding exposure, the use 
of cold inoculations and other measures designed 
to avoid or minimize the effects of these infec- 
tions upon the individual. Active treatment of 
even slight upper respiratory infections is to be 
advocated to minimize their severity or the pos- 
sibility of their extension to the lung. 


3. Sinus Disease: The majority of these pa- 
tients are suffering from chronic upper respir- 
atory disease with involvement of one or all of 
the sinuses, infected tonsils, etc., and special at- 
tention should be directed toward the treatment 
of these conditions, not in the hope that by re- 
lieving the patient of his upper respiratory trou- 
ble the damage already done to the lung will be 
corrected, but rather in an attempt to render the 
individual less susceptible to frequent infections, 
and to stop or at least slow up the progress of 
the condition in the lung. 


4. Change of Climate: If the individual 
suffering from bronchiectasis lives in a climate 
in which respiratory infections are frequent and 
changes in weather are marked and severe it may 
be well to advise a change of climate to one more 
mild or less rigorous in the hope that a dimin- 
ished number of upper respiratory infections 
may benefit the patient and his bronchiectasis. 
It is illogical to expect such a change in climate 
to cure the condition but such a change may be 
important in the alleviation of symptoms. 


5. Drugs: The use of drugs of various 
types, cough mixtures, both sedative and expec- 
torant, may be of some value in symptomatic 
control or in facilitating expectoration. They 
may be an aid in keeping the patient comfortable 
and rendering his expectoration less difficult or 
helping to relieve odor, but it is to be considered 
palliative and not curative. The use of arsenic 
and bismuth may in some instances help to re- 
duce the foul or putrid odor of the sputum but 
in no way affects the original condition, merely 
inhibiting the growth of certain putrefactive sec- 
ondary organisms. 
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6. Postural Drainage: Postural drainage is 
of definite value in the treatment of bronchiec- 
tasis. It is not curative in any sense of the word, 
but it may help the patient to raise his sputum 
with less effort or at stated times rather than 
continuously, and by facilitating drainage and 
eliminating stasis it may be a great factor in re- 
ducing the fetor of the sputum, thereby render- 
ing the individual less obnoxious to his associ- 
ates. The proper position to be used must be 
determined by experiment and utilized faithfully 
if the patient is to derive the greatest benefit 
from it. 


7. Bronchoscopic Manipulation: Broncho- 
scopic examination and treatment may be of 
definite value in bronchiectasis by localizing the 
process, by detecting the presence or absence 
of stenosed bronchi, by permitting the discov- 
ery and removal of offending foreign bodies 
or obstructing tumor tissue, and by opening 
stenosed areas to promote more adequate drain- 
age. The use of repeated bronchoscopic exam- 
ination or lavage of the bronchial tree would 
seem to be of questionable value in treatment 
aside from the more adequate drainage effected 
by the manipulation and dilating of strictures. 


8. Collapse Therapy: 

(a) Artificial Pneumothorax: While occa- 
sionally, in early bronchiectasis, the use of arti- 
ficial pneumothorax may seem to be followed 
by definite and rather lasting improvement from 
the symptomatic standpoint, it should be em- 
phasized that collapse of the lung by artificial 
pneumothorax does not as a rule bring about a 
closure of the bronchiectatic dilatation because 
of the intrinsic rigidity of the bronchial walls. 
For the control of hemorrhage from the lung, 
the use of artificial pneumothorax in bronchi- 
ectasis may be equally as efficient as in pulmo- 
nary tuberculosis, where it is of proven value. 
The dangers of secondary infection of the 
pleural cavity from the infection within the lung 
cannot be overlooked and offers a very potent 
argument against the use of this treatment, 
particularly in the more advanced stages of the 
disease. 

(b) Phrenic Nerve Surgery: Paralysis of 
the diaphragm on the affected side occasionally 
is followed by improvement in symptoms but 
is not to be recommended for frequent use, as 
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the elevation of the diaphragm which occurs is 
quite likely to bring about change in position 
and angulation of certain of the bronchi of the 
lower lobe and frequently is followed by inter- 
ference with drainage rather than improvement 
thereof. 


(c) Extrapleural Thoracoplasty: The use , 


of extrapleural thoracoplasty for the treatment 
of chronic bronchiectasis may be followed by 
some reduction in both cough and expectoration, 
but the results obtained thereby in no way com- 
pare with the favorable effect obtained by the 
use of the same method in the treatment of 
pulmonary tuberculosis. If one is to be satis- 
fied with partial reduction in symptoms, then 
at times the procedure may be worth while; but 
in spite of the collapse obtained, the bronchi- 
ectatic dilatation remains, the rigidity of the ab- 
scess walls preventing collapse as the chest wall 
is compressed, and secretion is still produced 
and expectorated. It is possible here, as in the 
use of phrenic nerve surgery, that the change in 
position brought about by the collapse obtained 
may at times seriously interfere with the drain- 
age from the involved area. 


9. Cautery Lobectomy: The use of cautery 
lobectomy as advocated by Graham a number 
of years ago has never become particularly 
popular and is not utilized very widely in the 
treatment of chronic bronchiectasis. It should 
be used only where the pleural cavity is obliter- 
ated. The destruction of the peripheral portion 
of the lung produced by the cautery creates 
external drainage for the bronchiectatic areas 
by the creation of multiple bronchial fistulz. 
Through these the secretion formed in the in- 
volved area drains to the outside rather than 
being coughed up, thereby reducing the amount 
of cough and expectoration and perhaps reduc- 
ing the foul odor by avoiding stasis. Continuous 
and prolonged drainage is necessary if any bene- 
fit is to be derived from it. The dangers of 
hemorrhage and embolism must be understood 
and the necessity for daily dressings for a long 
period of time realized before the procedure is 
undertaken. The field of usefulness has been 
diminished greatly by the more modern advances 
in lobectomy and pneumonectomy. 


10. Lobectomy: The surgical treatment of 
bronchiectasis carries with it an element of risk 
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which, while it has been greatly reduced in the 
past few years, is still sufficiently great to en- 
gender caution in the selection of patients to be 
subjected to this type of treatment. Under no 
circumstances should it be undertaken too 
lightly. The degree of bronchiectasis present 
and the symptoms produced by it must be 
sufficiently severe and disagreeable to the pa- 
tient to warrant the risk involved in the sur- 
gical extirpation of the lesion. If the lesion is 
unilateral and confined to one lobe and is pro- 
ducing symptoms sufficient to justify the risk 
entailed, then surgical extirpation of the in- 
volved area offers a means of ridding the pa- 
tient of the diseased tissue in its entirety and 
should be considered. While the details of this 
surgical procedure are not pertinent to this 
paper, they should be reviewed by anyone con- 
sidering the recommendations of such a proce- 
dure, so that a balanced judgment of the proce- 
dure and its possibilities may be obtained. 
Lobectomy in one or two stages may be per- 
formed, depending upon the obliteration or 
freedom of the pleural cavity, with possibly 
slightly less risk present where the residual lobe 
is already adherent to the chest wall. Post- 
operative bronchial fistula and localized em- 
pyema are a frequent occurrence following this 
procedure and somewhat delay the complete 
recovery of the patient. They do, however, 
eventually heal. There is a small field for the 


use of bilateral lower lobe lobectomy but steps- 


in this direction are to be undertaken rather 
cautiously because of the known tendency of 
the process to slowly progress and involve ad- 
jacent lobes at a later date. The patient’s resid- 
ual vital capacity and working capacity must 
be taken into consideration before deciding upon 
such a procedure. Lobectomy may be performed 
both in children and adults and will undoubt- 
edly become a more common operation as a 
greater knowledge of its possibilities develops. 


11. Pneumonectomy: Certain extensive cases 
of bronchiectasis, either congenital or acquired, 
can only be successfully treated by the removal 
of the whole of the involved lung. This con- 
stitutes a very drastic step in the treatment of 
such a condition, but, under the circumstances, 
it is at times the only thing which can be of- 
fered to the individual to relieve him of an ex- 
tremely distressing condition. Removal of the 
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whole lung for suppurative disease undoubtedly 
carries with it greater risk than total pneu- 
monectomy for primary malignancy of the lung, 
because of the associated extensive infection and 
greater danger of contamination of the pleural 
cavity. It is, however, to be considered and has 
been carried out successfully in a number of 
instances in this country. The risk, of course, 
is materially greater than that of lobectomy but 
may be amply justified by the extremely exten- 
sive disease which necessitates such a radical 
intervention. 


Secondary Bronchiectasis Developing During 
the Course of Pulmonary Tuberculosis 


During the past few years, more intensive 
study of the tuberculous individual and the 
more frequent use of bronchoscopic examina- 
tion and iodized oil instillation into the lung 
in the patient suffering from pulmonary tuber- 
culosis has brought to our attention the relative 
frequency of bronchial stenosis and secondary 
atelectasis and bronchiectasis in the tuberculous 
lung. Since we know of the existence of such 
a condition, we look for it and find that it is 
not a rare condition but one which develops 
under our eyes fairly frequently during the 
course of this disease. Apparently ulceration 
of the bronchus is followed by the development 
of granulation tissue in the ulcer base and this 
in turn reduces the bronchial lumen, giving a 
partial or even complete obstruction. Obstruc- 
tive emphysema or atelectasis develops, depend- 
ing upon the degree of obstruction present, 
whether the stenosis has merely narrowed the 
lumen or produces a check valve or a stop- 
valve in the bronchus involved. Periodic re- 
tention of secretion with sepsis follows if sec- 
ondary infection is present. If not, simple 
atelectasis may supervene with a permanent loss 
of function of the involved portion of the lung. 
Distal to the stenosed area, secondary bronchi- 
ectasis develops very frequently and may be 
either a non-productive or productive type. To 
this condition the term “tuberculous bronchi- 
ectasis” has at times been applied but it is ap- 
parently the same type of bronchiectasis which 
develops in a non-tuberculous lung under simi- 
lar circumstances. It is bronchiectasis develop- 
ing in a tuberculous lung, associated with tuber- 
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culosis but not a characteristic part of the tuber- 
culous picture. Bronchiectasis without bron- 
chial stenosis may also be seen in a tuberculous 
lung as a result of the extensive fibrosis and 
retraction which occurs in the healing of a 
tuberculous process. 


Both of these types of bronchiectasis in the 
tuberculous lung may account for persistent 
cough and expectoration with negative sputum 
or amounts of sputum out of proportion to the 
amount of active tuberculous involvement. The 
use of collapse therapy has been held forth as 
the cause of the development of bronchiectasis 
in the tuberculous lung but I do not believe that 
its use per se is responsible for these difficulties. 
They occur in the tuberculous lung without col- 
lapse therapy just as well as during the proce- 
dure. Frequently, if a thorough investigation 
is made it will be found that symptoms sugges- 
tive of this type of involvement were present 
before the collapse therapy was undertaken but 
were overlooked at the time. Ulceration and 


stenosis of the above mentioned type may occur 
any place in the tracheal system. Cases of 
tracheal stenosis, stenosis of the primary bronchi 


and any of the secondary bronchi have been ob- 
served. Both upper and lower lobe involvement 
is seen. The process in our experience is far 
more frequent in females than in males. The 
use of collapse therapy in the presence of bron- 
chial obstruction is less likely to be followed 
by complete clinical results than in the patient 
without this complication. Its use, however, 
is still justified, even in the presence of known 
partial obstruction with the knowledge and un- 
derstanding, however, that complications may 
result and that subsequent secondary interven- 
tion may be necessary. 


From the standpoint of treatment, this condi- 
tion presents some points which are distinctly 
different from the treatment of bronchiectasis 
without associated tuberculosis. In the first 
place, bronchoscopic dilatation of stricture is 
less likely to succeed in these individuals than 
in non-tuberculous types. The traumatization 
of tuberculous granulation tissue is quite fre- 
quently followed by an increase in obstruction 
rather than a lessening of it. The surgical treat- 
ment of this problem must also be undertaken 
in a little different way. Pulmonary tubercu- 
losis is a disease which is rather easily dissemi- 
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nated and contralateral spread of the disease 
or extension to an adjacent lobe is more likely 
to occur in tuberculosis than in non-tuberculous 
disease. The occurrence of tuberculosis in the 
wound is more likely to leave chronic discharg- 
ing sinuses and persistent bronchial fistule than 
in the presence of non-tuberculous involvement. 
In spite of these points, we have been and will” 
continue to be forced to attempt to do something 
for individuals with tuberculosis who present 
this distressing complication. 

If the patient has obstruction which is nearly 
complete with retention of secretion and second- 
ary sepsis and is desperately ill, some type of 
drainage operation may be more suitable than 
an attempt to excise the involved area. In this 
type of patient, either without or with thoraco- 
plasty in the presence of obliterated pleural 
cavity, we have purposely chosen to use the Gra- 
ham cautery type of external drainage and have 
had a few rather encouraging results therefrom. 
In spite of a number of disadvantages of this 
type of treatment, I believe that for individuals 
of this type it has advantages which outweigh 
the known disadvantages. For the patient who 
already has collapse therapy with obliteration 
of the pleural cavity and a lower lobe bronchi- 
ectasis without sepsis, primary lobectomy with 
excision of the involved lobe would be a nicer 
procedure. The dangers of over-expansion of 
an upper lobe diseased with tuberculosis in 
order to fill the whole pleural cavity with it to 
obliterate the space left by lobectomy cannot 
be disregarded, for the danger of re-activation 
of the tuberculosis present is certainly far from 
small. The danger of dissemination of tuber- 
culosis to the contralateral lung, or generally, 
cannot be overlooked. The same points must 
be considered in total pneumonectomy for the 
complications of tuberculosis. A few such cases 
have been successfully treated by primary lobec- 
tomy or pneumonectomy, but fatal results have 
occurred in others and probably will continue 
to occur from time to time because of the very 
nature of the disease itself. However, in the 
tuberculous individual the complications pro- 
duced by the late development of bronchial 
stenosis may be very distressing or disabling 
and may amply justify the risk entailed in at- 
tempting to relieve the patient of such a condi- 
tion. The field is new and deserves much care- 
ful study and thought. 
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| pesca the past decade remarkable prog- 
ress has been made in the various fields of 
neuropsychiatry. Recent studies in physiology, 
biochemistry, and electro-encephalography have 
enabled us to obtain a clearer understanding of 
the functions, the chemical structure, and the 
electric potentials of the central nervous system. 
The autonomic nervous system has finally been 
investigated to the extent that its importance 
to the vascular, glandular, and other systems is 
fully appreciated. However, further investiga- 
tions are needed in this most interesting field. 

The diagnoses of the various neuropsychiatric 
disorders have been placed on a higher and more 
scientific plane than ever before, primarily due 
to a more universal application of spinal fluid 
studies, due to a better understanding of the 
various neuropsychiatric syndromes associated 
with endocrine dysfunction, and especially due 
to a more thorough training in every field of 
medicine. 

Neuropsychiatric therapy is keeping abreast 
with this diagnostic progress. Formerly our 
therapeutic armamentarium consisted almost 
solely in the use of sedatives, arsenic, electricity, 
and the more obvious surgical procedures. So 
many remarkable and almost specific therapeutic 
measures have been developed during the past 
decade that it is impossible to detail them in this 
brief summary. For that reason, only a few that 
are of general interest will be discussed. 

The advances made in the field of neurosur- 
gery, in intracranial and spinal neoplasms, in 
operations on the sympathetic nervous system, 
and in the treatment of cerebral injuries must 
be mentioned in passing. The progress in the 
past decade in this particular specialty, as to 
scientific ingenuity and as to therapeutic results 
surpasses every other surgical field. 


Treatment of Deficiency Diseases.—The im- 
portance of certain vitamin deficiencies as eti- 
ologic factors in the development of various 
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nervous diseases has been emphasized in the past 
few years and experimental studies have con- 
clusively proven this relationship. Wortis has 
called attention to the importance of the enzymes 
and vitamins in brain tissue and believes that all 
central nervous and mental manifestations must 
ultimately depend upon biochemical reactions 
underlying brain metabolic functioning. 


The principal vitamins which play a rdle in 
nervous diseases are: (1) the lipid-soluble vita- 
min A, (2) the water-soluble vitamins B (B1 
and B2); (3) the water-soluble vitamin C; 
(4) the lipid-soluble vitamin D; and (5) the 
lipid-soluble vitamin E. 


Absence or deficiency of vitamin A leads to 
xerophthalmia, deficiency of lacrymal and salivary 
secretion and at times to partial night blindness. 
Hughes, Lienhardt and Aubel fed pigs and 
chickens on a vitamin A deficiency diet. These 
animals developed impaired vision, muscular 
spasms and incodrdination of movements. De- 
generative changes in the long fibres of the spinal 
cord, in the optic, sciatic and femoral nerves 
could be demonstrated. 


Deficiency in vitamin B1 produces polyneuritis 
and that due to vitamin B2 produces pellagra 
not infrequently associated with a psychosis. 
Prichart has further demonstrated degenerative 
lesions in the central nervous system caused by 
vitamin B1 deficiency. 


Alcoholic polyneuritis is evidently due to a Bl 
avitaminosis and not produced by the toxic effect 
of the alcohol. The alcoholic has usually im- 
paired appetite and digestion resulting in a re- 
duced vitamin B intake. Jolliffe and his co- 
workers made a survey of the diet of twenty- 
six alcoholics with neuritis and sixteen alcoholics 
without neuritis. In every instance of the 
twenty-six alcoholics with neuritis they found an 
inadequate vitamin B intake. The sixteen 
alcoholics without neuritis had an adequate con- 
sumption of the vitamin based on Cogswell’s 
formula. 
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Other studies by Wortis indicate that chronic 
alcoholics with polyneuritis or the various forms 
of alcoholic psychosis tend to have a subnormal 
vitamin C content of the blood and spinal fluid. 
This again emphasizes the nutritional factor in 
the production of nervous and mental changes 
in chronic alcoholics. Unfortunately the alco- 
holic psychoses do not respond as favorably to 
vitamin B therapy as polyneuritis does. 

Zimmerman and his co-workers studied 
twenty-seven dogs who were fed on a normal 
diet except that it was entirely lacking in vita- 
min B2. The dogs developed a slowly progres- 
sive muscular weakness with inco6drdination, de- 
crease of the deep reflexes, vomiting and bloody 
diarrhea, with death after three and a half to 
twenty months. The lesions consisted of marked 
demyelinization of the peripheral nerves and de- 
generation of the medullary sheaths and axis 
cylinders of the posterior columns. These 
pathologic changes were similar to those ob- 
served in cases of human pellagra. 

Deficiency of vitamin C leads to scurvy and 
in advanced cases may cause headache, convul- 
sions and delirium. These latter symptoms may 
be due to cellular anoxemic defects. 

Vitamin D deficiency produces rickets. In 
some of these children the blood shows a low 
plasma calcium with normal inorganic phos- 
phates, with a tendency to develop tetany. 

Although vitamin E deficiency primarily pro- 
duces sterility in both males and females, Evans 
and Burr have shown that a large percentage of 
the suckling young born from mothers deprived 
of vitamin E will develop a peculiar paralysis. 

This brief summary emphasizes the important 
role of avitaminosis to neurological diseases. 


The treatment of these disorders depends 
primarily in supplying the deficient vitamins 
either by a diet rich in these vitamins or in con- 
centrated form in the various pharmaceutical 
preparations. Reference should also be made 
to the excellent results obtained with nicotinic 
acid in addition to a rich vitamin diet in the 
treatment of pellagra with prompt relief of the 
cutaneous lesions and also of the psychotic mani- 
festations. Spies and his co-workers have re- 
cently reported a very interesting study of 
seventy-three cases with this disease treated with 
nicotinic acid. 

Pfaffenberg and Mielke have also reported 
some favorable results in the treatment of early 
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cases of funicular spinal diseases with vita- 
min Bl. 

Hirata and Suzuki treated 10 patients with 
progressive muscular dystrophy with large doses 
of vitamin C. They believe that vitamin C re- 
establishes the dynamic activity of the muscles 
and has a favorable influence on muscle metab- 
olism. Their results are somewhat encourag- 
ing in the early cases. 


Treatment of Infections.—Although intensive 
studies of the virus infections of the central 
nervous system have been conducted, no definite 
results have been obtained in many infections 
either from the etiologic or therapeutic stand- 
point. The .organisms for poliomyelitis, en- 
cephalitis or herpes are still undetermined. Pro- 
phylactic and immunizing measures such as the 
nasal application of chemical compounds or the 
convalescent serum against poliomyelitis have 
not proven as successful as anticipated. Pette 
and Hampel have shown that the intramuscular 
injection of convalescent polio serum did not 
protect or alter the course of the disease in mon- 
keys against polio virus inoculated intracerebral- 
ly. With intraneural inoculations (sciatic nerve) 
the immunizing results were more successful in 
some instances. Jungeblut believes that vitamin 
C may play a neutralizing réle in preventing 
infections of the central nervous system. 
Paralytic doses of poliomyelitis virus when 
mixed with small amounts of crystalline vitamin 
C were rendered non-infective when injected 
into monkeys intracerebrally. 


Measures against epidemic encephalitis, the 
scourge of our present generation, have been 
just as discouraging. When we consider the 
thousands of cases that have occurred in Minne- 


sota_ alone, 
throughout 
acroflavine 


we can appreciate its ravages 
the civilized world. Salicylates or 
intravenously with spinal drainage 
have given results in some of the acute cases. 
Benzedrine sulfate, stramonium and belladonna 
may relieve some of the distressing sequelz. 
The Pasteur prophylaxis against rabies and the 
antitoxin against tetanus with their remarkable 
results offer some hope that scientists in the near 
future may develop similar measures against 
poliomyelitis and epidemic encephalitis. Definite 
progress has been made in the treatment of the 
various forms of meningitis. The introduction 
by Jochman in 1906 of a specific antiserum 
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against meningococcus infection followed soon 
after by spinal drainage materially lessened the 
mortality rate. Meningococcus antitoxin was de- 
veloped by Ferry in 1932. Hoyne reported a 
mortality rate of 23.5 per cent in eighty-five 
cases with antitoxin as compared with 45.9 per 
cent in 211 cases with the standard serum. 
Other workers have reported similar results. 
With the introduction of sulfanilamide in 1935 
and with this additional therapeutic measure the 
mortality rate has been further reduced, accord- 
ing to some writers as low as 9 per cent. Anti- 
meningoccic serum or antitoxin intravenously 
with prontosil intramuscularly or sulfanilamide 
orally offers the best therapeutic results. Although 
the administration of this serum or antitoxin 
by the intraspinous route is being gradually 
abandoned because of the irritative effect on the 
inflamed meninges, repeated spinal drainage will 
favorably influence the course of the disease. 

Other pyogenic infections such as streptococ- 
cus and pneumococcus meningitis respond sat- 
isfactorily in many cases to sulfanilamide. The 
virus infections, however, are resistant to this 
treatment. 


Hemophilus influenzal meningitis (Pfeiffer’s 
bacillus) occurs usually in children between the 
ages of two months and three years, with a mor- 
tality rate of 98 per cent. Fothergill has found 
this type nearly twice as frequent as the menin- 
gococcic type. A specific antiserum has been 
produced by the Massachusetts Department of 
Public Health. With this antiserum given in- 
travenously and intraspinally the mortality rate 
has been lowered to 84.6 per cent. 

The treatment of syphilis and of its involve- 
ment of the central nervous system is familiar to 
all. With the introduction of salvarsan by Ehr- 
lich in 1910, the therapy of syphilis was placed 
on a rational basis and the tendency for involve- 
ment of the nervous system greatly lessened. 
In the treatment of parenchymatous syphilis, the 
various forms of salvarsan were largely replaced 
by tryparsamide prepared by Jacobs and Heidel- 
berger in 1917. The Swift-Ellis and other forms 
of intraspinal salvarsan therapy are still utilized 
but their application is limited. The various 
forms of fever therapy, particularly the inocula- 
tion with malaria in general paresis, have mate- 
rially increased our therapeutic results. Epstein 
observed that the percentage and duration of the 
remissions in general paresis are greater both 
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clinically and serologically with malaria than 
with fever produced by diathermy and related 
mechanical modes of hyperpyrexia. 


Within recent years, bismuth has gradually 
replaced the other heavy metals such as mercury. 
A very encouraging report has recently been 
published by Moore on the results of the treat- 
ment of syphilitic primary optic atrophy with 
malaria and the Swift-Ellis technic. 

Marked progress indeed has been made in the 
prevention, in the treatment, and even in the 
cure of this disabling infection of the central 
nervous system. 


Treatment of Convulsions.—The pioneer work 
of Berger in developing the electro-encephal- 
ograph and the resultant studies in normal and 
abnormal electric activities of the cerebral cor- 
tex have completely altered our viewpoint in 
relation to epilepsy. We now know that epilepsy 
is due to the development of abnormal rhythms 
in the cerebral cortex. Gibbs and Lennox clas- 
sify epilepsy as a paroxysmal dysrhythmia. This 
abnormal rhythm obtained during seizures is 
distinctive for the three main types of epilepsy. 
The grand mal type has a fast, the psychomotor 
equivalent a slow, and the petit mal type an 
alternating fast and slow rythm. Because anti- 
convulsant drugs slow cortical rhythms, they are 
more effective in the grand mal than in other 
types of seizures. Clinical results have amply 
verified this effect on the grand mal type with- 
out any previous logical explanation. 

Bromides have been used in the treatment of 
epilepsy for almost a century and are still recog- 
nized as a moderately successful anticonvulsant. 
This treatment has been gradually replaced by 
phenobarbital, first recommended by Hauptman. 
Phenobarbital is more effective, its prolonged use 
even in fairly large doses is not accompanied by 
mental sluggishness, acne or any of the other 
complications which may develop with continued 
bromide medication. The addition of the ket- 
ogenic diet suggested by Wilder in 1921 has 
been found quite valuable, particularly in petit 
mal in children. 

Merritt and Putnam have been experimenting 
on cats with a new series of anticonvulsant 
drugs. Interrupted electric currents were passed 
through the animal’s head and the effect of the 
drugs was determined by measuring the con- 
vulsive threshold. 
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Five drugs not previously used as anticonvul- 
sants (diphenylhydantoin, acetophenone, aceto- 
phenone-oxine, benzophenone and _ propriophe- 
none) were found to have a greater anticonvul- 
sant effect than phenobarbital or bromides. 
These new preparations are being used clinically 
but no published results are available at present. 


Although cerebral surgery has not been very 
successful in epilepsy, the excellent results ob- 
tained by Penfield in some of his carefully 
selected cases offer a more optimistic outlook. 


Hyperpyrexia or Fever Therapy—For many 
years clinicians have observed the favorable ef- 
fect on chronic nervous and mental disorders 
when complicated by an acute infection asso- 
ciated with high temperatures and leukocytosis. 
The malarial treatment of paresis instituted by 
Wagner von Jauregg in 1918, however, was the 
first outstanding example of the clinical utiliza- 
tion of fever. Since then many methods have 
been employed. The intravenous injection of 
triple typhoid vaccine, diathermy, and other me- 
chanical devices are the most frequently used. 


The physiological phenomena observed in 
fever and their therapeutic role are as yet little 
understood. Studies suggest that fever inhibits 
the development and growth of invading organ- 
isms, that it has a stimulating effect on the func- 
tions of the hematopoietic tissues and a mobiliza- 
tion of reserve leukocytes, and that it produces 
significant changes in the functioning of the 
autonomic nervous system. 


Among the neurological disorders, acute 
chorea has responded most favorably to hyper- 
pyrexia. With intravenous injections of triple 
typhoid vaccines, the duration of the disease has 
been greatly shortened and the usual complica- 
tions lessened in many instances. Electrically 
induced temperatures produce similarly favor- 
able results. This therapeutic measure has also 
been found beneficial in multiple sclerosis by 
producing more frequent and more prolonged 
remissions. Since multiple sclerosis consistently 
tends to have spontaneous remissions, any form 
of therapy must be carefully evaluated. Every- 
one is familiar with the excellent results ob- 
tained with malaria in paresis. However, other 
psychoses, particularly the resistant melancholias, 
respond favorably to induced hyperpyrexia. Fre- 
quently one observes a decrease in the depres- 
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sion and a better insight on the day following 
a satisfactory temperature reaction. 


Other Neurological Disorders—In 1934 a 
committee was appointed by the American 
Neurological Association to study the problem 
of therapy in multiple sclerosis for a period of 
five years. Various types of treatment were sug- 
gested and are being carried out. Among these © 
are the use of quinine hydrochloride, typhoid 
vaccine, malaria, silver salvarsan, intraspinal 
lecithin, high vitamin diet, viosterol, and liver. 
In our personal experience quinine hydrochloride 
orally with typhoid vaccine intravenously has 
been fairly successful. 

The use of ergotamine tartrate for the relief 
of individual attacks of migraine has produced 
surprising results. Ergonovine, a similar drug, 
although not quite as active, has certain advan- 
tages. It is more readily absorbed by the gastro- 
intestinal tract and for that reason more effec- 
tive when administered orally. Nausea, evi- 
dences of uterine cramps and muscle soreness 
are less pronounced. In a series of 140 cases 
Lennox obtained complete relief from the at- 
tacks of migraine headache in 89 per cent with 
the injection of ergotamine tartrate. In seventy- 
eight patients, thirty-seven per cent obtained re- 
lief with ergonovine hypodermically. In cases 
where the headache is persistent, an additional 
intravenous injection of 2 c.c. of the amidopyrine 
compound, cibalgine, may terminate the attack. 
In all probability these favorable results from the 
ergot extracts are due to the contraction of the 
intracranial arteries and the depression of the 
heart rate. In cases resistant to this treatment, 
surgical procedures have been employed. Cervical 
sympathectomy, alcohol injection of the gas- 
serion ganglion, section of the temporal artery or 
section of the meningeal artery have been fol- 
lowed by permanent relief in some instances. 


Treatment of Meniere’s Syndrome.—Although 
Meniere’s disease is not fatal, the recurrent at- 
tacks of profound vertigo and falling may 
eventually lead to chronic invalidism, because of 
the tendency to recur. The medical treatment by 
Fiirstenberg has given complete relief in many 
cases if carried out conscientiously and over a 
prolonged period. It consists mainly in an abso- 
lute sodium-chloride-free selected diet with large 
doses of ammonium chloride in capsules and 
some mild sedative. The surgical section of the 
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auditory nerve has also proven successful in 
many stubborn cases. 


Myotonia congenita with its inability to con- 
tract and relax voluntarily musculature has been 
greatly benefited by the use of quinine hydro- 
chloride as suggested by Kennedy and Wolf. 

The marked muscle fatigability due to my- 
asthenia gravis has been relieved and the tend- 
ency to remissions increased by the administra- 
tion of prostigmine and glycin. 

The treatment of narcolepsy with benzedrine 
sulfate has given satisfactory results in reliev- 
ing the attacks of uncontrollable sleep, if given 
in sufficiently large doses. This drug has also 
been recommended in the treatment of chronic 
encephalitis, asthenia, mild melancholia, and 
other forms of mental depression. However, its 
indiscriminate use should be discouraged. 


Surgical measures have finally been devised 
for the relief of pain in many of the chronic 
neurological disorders. Morphine and its allied 
drugs, pantopon and dilaudid, are still our most 
powerful agents. However, the danger of drug 
addiction from pantopon and dilaudid, as well 
as morphine, limits their application in these 
prolonged or recurrent diseases associated with 
pain. The local alcohol injection or the radical 
cure by sensory root resection in trifacial neural- 
gia has given relief to many intense sufferers. 
Similar results have been obtained in other pro- 
longed neuralgias by the intraspinal section of 
the posterior roots. The surgical removal of a 
protruded intravertebral disc has alleviated 
many cases of sciatica and its allied symptoms. 


The epidural or subarachnoid injection of 
absolute alcohol for the relief of pain in met- 
astatic involvement of the nerve plexuses or the 
spinal cord is a simple and quite effective proce- 
dure. In some cases, however, section of the 
pathways for pain in the spinal cord as suggested 
by Spiller must be resorted to. 


The Treatment of Schizophrenia.—The med- 
ical literature as well as the lay magazines have 
been teeming with articles on Sakel’s insulin 
hypoglycemic treatment and also on Meduna’s 
metrazol convulsive treatment for schizophrenia. 
For that reason only a brief résumé of these 
two interesting therapeutic procedures will be 
detailed. Sakel’s first publication appeared in 
November, 1934. The treatment consists in 
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daily increasing doses of insulin, until the so- 
called shock dose is reached. In our personal 
experience this shock dose varied from 50 to 
220 units. The insulin injection is always given 
fasting, the shock or unconscious period main- 
tained for from one to two hours followed by 
a feeding of sufficient amount of carbohydrates, 
preferably about 200 grams of glucose by nasal 
tube. Usually six shocks are given each week 
with one day rest period. These shocks are re- 
peated until the desired result is obtained. If 
no favorable results are obtained with forty to 
fifty shocks, the treatment should be discontin- 
ued. According to Potzl and Forstig, the symp- 
toms of insulin shock may be divided into four 
groups: 


1. The first group includes symptoms arising 
from the autonomic system—variation of pulse 
rate and blood pressure, drop in temperature, 
perspiration and salivation, pallor and flushing. 
Of these, the drop in temperature and the per- 
spiration are the most constant and therefore the 
best indication of shock. 

2. The motor symptoms start with restless- 
ness and tremor, passing through various stages 
of twitching until pathologic reflexes appear. 
At the end there may be convulsions ending in 
muscular flaccidity and coma with areflexia. 

3. The disturbances of consciousness start 
with sleepiness; then comes sleep from which 
the patient can be aroused; later he cannot be 
aroused and is in coma. 

4. The mental syndrome is variable—the ex- 
cited patient may become composed, or the stu- 
porous patient may go into a state of extreme 
excitement. 


The indications for terminating the treatment 
are deep coma with flaccidity, laryngospasm, 
generalized extensor rigidity of the muscles or 
severe convulsions, tachycardia, Cheyne-Stokes 
respiration or a sudden fall in blood pressure 
late in coma. In about 7 per cent of the cases 
of shock, early termination is necessary for one 
of these reasons. 


Judging from the literature, approximately 
50 per cent obtain a satisfactory remission. 
Death occurs in from 1 to 2 per cent during the 


hypoglycemic treatment. Intracerebral hemor- 
rhage and widespread degeneration of the nerve 
cells in the cerebral cortex have been found at 
post-mortem. 
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Meduna’s first publication on the convul- 
sion therapy with metrazol for schizophrenia 
appeared in 1935. His method consists in ad- 
ministering intravenously a solution of 10 per 
cent metrazol daily in increasing doses until the 
convulsive dose is obtained. This usually aver- 
ages between 7 and 10 c.c. The required dose 
to produce a convulsion is given from two to 
three times a week. The results obtained from 
this treatment compare favorably with those 
from insulin shocks. Although the mortality 
rate is materially less, accidents have occurred, 
the most frequent being a dislocation of the jaw 
or a fracture of the humerus or femur during 
the severe convulsive seizure. 

Prolonged observation and future studies will 
determine whether these remissions will result 
in permanent cures. 

In this brief review, many other recent and 
valuable therapeutic measures have not been re- 
ferred to. When the etiologic factors in some 
of our chronic neurological diseases will finally 
be determined, we will probably be able to check 
the degenerative processes early in many of these 
cases and prevent a life of invalidism. 

The results with insulin and metrazol in 
schizophrenia suggesting some biochemical re- 
action in the central nervous system, are stim- 
ulating renewed interest in research in the so- 
called somatic psychoses. Thus we may ulti- 
mately be able to determine some organic bases 
for these so-called functional psychoses and ar- 
rive at a better and more scientific therapeutic 
approach. 
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THE NERVOUS PATIENT* 


A. E. MEINERT, M.D. 
Winona, Minnesota 


HIS evening I wish to say a few words 

about the nervous patient—the neurotic, if 
you care to call him that. In my experience, I 
should say the average practitioner gives too lit- 
tle attention to this patient, even though a fair 
percentage of his clientele consists of such peo- 
ple. As nervous patients, I wish to discuss not 
only the outright neurotic, such as the hysterical 
and the neurasthenic type, but also those who 
are nervously exhausted; patients who are too 


~ *Presented before the Southern Minnesota Medical Associa- 
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introspective, those with organic trouble who 
have a tendency to be neurotic and the individ- 
uals with vague complaints who fit into no clin- 
ical picture. 

The more efficiently we treat this group, the 
better for the patients and the better for the 
profession. Many of the people who find fault 
with medicine come from this nervous group. 
Every physician gains a great satisfaction when 
he brings one of these patients back to normal 
health. Looking at the problem in this light 
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makes it worth while for one to take greater 
care with each one. There is no question that 
the irregular healers derive a good share of their 
business from this large nervous group; and 
that gives us another reason why we should be 
more efficient in handling these patients. It 
gives us another means of decreasing the influ- 
ence of the quacks. 

Even though one does not particularly like 
this class of patients, one is bound to have con- 
siderable dealing with them. Through an under- 
standing of the problem one will be aided in 
handling his organic cases as well. It is large- 
ly a problem of understanding human nature— 
and as physicians that should be one of our chief 
qualifications. 

If you do not care to handle the outright 
neurotic patient, or if he gets on your nerves, 
you should refer him to one of your fellow prac- 
titioners. This will be better for the patient as 
well as for you. The so-called fixed neurotic 
should be referred to a psychiatrist who is bet- 
ter qualified than any of us to solve the prob- 
lems which are in the background. However, 
the majority of nervous patients can be handled 
properly through the office or home by every- 
one of us. 

I believe that we can all handle these cases 
better than we do, if we have the proper atti- 
tude—if we are sympathetic and try to under- 
stand the situation that they are in. We must 
first and above all gain their confidences. The 
fact that they come to us means that they have 
some faith in us or that they are going to give 
us a trial, at least. We will gain the patient’s 
confidence by giving him sufficient time to tell 
his story—we should not rush him. By being 
interested, tactful, sympathetic and kind, we 
strengthen that confidence. We must realize 
that his symptoms are real, and that he is suf- 
fering, and is not coming to our office just to 
throw his money away, or to. have a look at 
us. Each and everyone of us could develop 
a nervous breakdown, if the proper circum- 
stances were put into our path. So let us be 
sympathetic with these people—they are not 
malingers. 





Of course, in addition to personal experiences, 
heredity and environment are in the background 
in the more marked cases. Fear, worry, mal- 
adjustment, fatigue, and insomnia are some of 
the chief difficulties you must aid the neurotic 
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to overcome. Their fears may be in regard to 
their health—they fear cancer, syphilis, heart 
trouble, or one of a thousand things. And, of 
course, there is always the fear of financial trou- 
ble or the daily problems of life to be considered. 
They will not always tell you that they are 
afraid of this or that, but you can learn to read 
their minds, or interpret this from the story 
they tell you. Fatigability, that is, always be- 
ing too tired, is a most common complaint. 
Many of these individuals take on more activ- 
ity than they can handle; and they must be 
educated to know their limitations and to stay 
within their nervous reserve. The systems to 
which most of their complaints are referred are 
the heart, the digestive system and the head. 
However, they are apt to have symptoms re- 
ferred to various parts of the body at different 
times. In one consultation you may clear up 
their symptoms in one system, and the next 
time they may be back with a new set of symp- 
toms involving some other part of the body. 

As history taking is very important in all 
medicine, so is it especially important with neu- 
rotics. One can frequently suspect that a patient 
is neurotic from the way he enters the office. 
In others, the pad of paper with a list of com- 
plaints is suggestive. As I previously have 
stated, these patients should be allowed to tell 
their story, because you antagonize them if you 
rush them. By listening carefully, you will 
know what to rule out in the examination and 
also get an insight into their fears. If you let 
them talk long enough, they will drop hints in 
this regard. You will do a certain amount of 
questioning before you start your examination, 
just as you do with other patients. By the 
time you are ready for the physical examination, 
you have, in many cases, made the diagnosis of 
a neurosis. However, one must not be too cock- 
sure and forget the examination. The writing 
of a prescription and dismissing of a patient at 
this time is what sends so many of them to 
quacks. It is most important that you give the 
patient no idea of your diagnosis by word or 
by action, or attitude at this time. 

After being a good listener and showing the 
patient that you are interested in his problems, 
you will give him a thorough check-over. Many 
cases of incipient tuberculosis, syphilis, hypo- 
and hyper-thyroidism, focal infections, deficiency 
diseases and others are frequently difficult to 


239 








distinguish from functional disturbances, if not 
thoroughly studied and thought out. So the first 
thing a physical examination will do for you is 
to aid you in making a correct diagnosis. The 
physical examination and history will suggest 
certain laboratory aids and these should not be 
neglected. Every patient should have a com- 
plete urinalysis, a complete blood examination 
including a differential count and smear study 
and a blood Wassermann test. Some patients 
will need a basal metabolic rate determination; 
some a chest ray; others complete gastro-intes- 
tinal studies such as gastric analysis, stool and 
proctoscopic examinations, and x-rays of the 
colon, stomach and gallbladder. 

The second thing the thorough physical exam- 
ination will do for you is this—it will give you 
the information that will allow you to be posi- 
tive. When you tell your patient there is no 
organic trouble, you will be able to tell him this 
with conviction; and the patient will sense this. 
The reason the quack has a good hold on his 
patients is because he is positive of what is 
wrong with them and he guarantees a cure. We 
can be positive on a sound foundation and must 
learn to be convincing, and, through our attitude 
and assurance, we can get the same effect the 
quack gets through his guarantee. 

The third thing that the complete examination 
does for us is this—it saves us time in the end. 
These patients are apt to return frequently, each 
time with a new set of symptoms. You can 
again listen carefully and then check him quick- 
ly. If no organic trouble is found you will 
explain simply what has brought about these 
symptoms and then give him plenty of reassur- 
ance. In the large majority of cases, this is what 
he wants to hear. He wants to be assured that 
nothing new has developed. This consultation 
will not be so time-consuming as the first one 
was. If, on the other hand, you haven’t been 
thorough in your first examination, these pa- 
tients may soon make you doubt your diagnosis 
in their frequent sojourns to your office. Your 
doubts will be read by the patient, and they will 
soon be going to another physician. 

Of course, we must keep in mind that even 
a neurotic may in time develop a cancer, a 
stomach ulcer, or any other serious sickness; 
and so we must be constantly on guard with 
these patients in order that we do not slip up 
on our diagnosis. 
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In the treatment, may I repeat, the greatest 
good is accomplished through a careful history 
and a thorough examination. One is certain to 
have the patient’s confidence when this is done, 
and when one has that, 75 per cent of the battle 
is won. However, in addition to being thorough 


-and interested in the patient’s problems, one 


should strive to develop a likeable personality. 
A smile, a word of cheer, optimism and kind- 
ness should be a part of every physician’s arma- 
mentarium. These little things frequently help 
the sick much more than medicine. Why does 
anyone ever neglect them? Patients do not like 
the sober-faced physician, even though he is 
capable. One must also remember that no pa- 
tient likes the rough physician whether that 
roughness be physical or mental. Sarcasm has 
no place in the practice of medicine, and I know 
of no quicker way to lose a patient than through 
this means. Many of our nervous patients leave 
the office cured after we tell them they have 
no organic disease, or if we specify that they 
have a normal heart or that there is no evidence 
of cancer or that no operation is necessary. 
With some, you will explain in simple terms 
how their symptoms are brought about. In 
many of these patients, the nervous reserve is 
low, and you need to explain that they must 
avoid taking on too many responsibilities and 
too many outside activities. You can explain 
how nerve cells in various parts of the body may 
fatigue and cry out for rest through the symp- 
toms the patient has. Explain to them how rest, 
relaxation, and good nourishing food will re- 
store vitality to these run-down cells so that 
their tiredness, their tight feelings and other 
symptoms will gradually disappear. Each case 
is an individual problem; but most patients will 
be able to grasp simple explanations if they are 
given them, and their recovery will be all the 
speedier. 


Insomnia must be combated in some of these 
patients. Giving mild sedatives for several 
nights will break the habit with some. Others 
may be benefited by warm baths; and still others 
by being convinced that sleep is not essential in 
their particular case. If they can learn to relax 
and not fret or worry about their inability to 
sleep, many of them will fall asleep without 
outside aid. 


MINNESOTA MEDICINE 











Some nervous patients are benefited by a 
course of massage, or ultra violet ray treatment. 
Some of this therapy may be psychic, but it 
brings the patient back to your office frequently ; 
and you have a chance to chat with him and 
bolster his spirits. Some people have a natural 
leaning toward chiropractors or osteopaths; and 
a course of physical therapy plus explanations 
of how their symptoms are brought about will 
assist them back to health. 


One may need to resort to some symptomatic 
medication, but this therapy should be minimized 
and discontinued as soon as possible. Greater 
good is accomplished by putting emphasis on 
simple explanations and through assurances. 

The diet may need to be regulated at first— 
using small meals five to six times daily. The 
diet should be of the smooth high caloric type 
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at first and gradually the rougher foods can be 
added. 

In our diagnosis we must not label these peo- 
ple neurotics. Instead, we should call their ail- 
ment nervous exhaustion, or a touch of a nerv- 
ous breakdown, or a: functional disorder. We 
should get the thought across to them that we 
realize that their symptoms are real and not 
imaginary. We should not tell a person “There 
is nothing wrong with you, it is allin your head.” 
Such a statement is very tactless; it does no good 
and antagonizes the patient. 


Each one of us has his own way of handling 
these cases. Your method is best for you, yet, 
I hope that some of the points I have tried to 
bring out will be of benefit to you. My plea 
is that we all take a greater interest in these 
unfortunates. 





SOME POINTS ON CROSS-EYES* 
JOSEPH B. GAIDA, M.D. 
St. Cloud, Minnesota 


W HEN the retinal image of an object is 

focused exactly on the fovea, the eye is said 
to “fix” the object. Normally, when both eyes 
“fix” the object, each eye has an image of the 
object on its fovea, and these foveal impressions 
are transmitted to the brain and fused as one im- 
age in the visual centers. This condition is spok- 
en of as equipoise, or orthophoria, and the eyes 
are said to be in equilibrium or to balance. This 
is the normal eye. In heterophoria whenever one 
eye alone fixes an object, and the fellow eye re- 
ceives the image of the same object on a part of its 
retina distant from the fovea, then the brain takes 
note of two separate impressions. This results in 
double vision or diplopia and the eyes are 
crossed, but can be put in balance by muscular 
effort. , 


Strabismus, also called heterotropia, “cross- 
eye,” “squint” or manifest squint, is a condition 
of the eyes in which the amount of squint is so 
great that it cannot be overcome by muscular 
effort. It is a condition in which the visual axis 
of one eye is deviated from the point of fix- 
ation. The eye which has the image of the ob- 





*Read at the joint meeting of the Stearns-Benton and Up- 
per Mississippi Medical Societies, Little Falls, Minnesota, Oc- 
tober 22, 1938, 
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ject on its fovea is termed the fixing eye, while 
the other eye is termed the squinting or deviat- 
ing eye. 


Except in paralytic strabismus, or heterophoria 
and heterotropia due to accidental injuries, one 
does not find diplopia in cross-eyed cases, be- 
cause the patient from infancy automatically 
suppresses this duplicate perception. This is 
why, when one examines a cross-eyed patient, 
one finds, in nearly all divergent and convergent 
squints, a fairly good vision in the one eye and 
an amblyopia exanopsia (loss of vision due to 
disuse) in the other. Some ophthalmologists, 
however, claim that the amblyopia is a congen- 
ital defect which precedes and causes the squint. 
Ophthalmoscopically, these amblyopic or so- 
called “neglected” eyes may be entirely normal. 


There are several varieties of strabismus. 
Esotropia or convergent squint, also called in- 
ternal squint, is the condition in which the vis- 
ual axis of one eye is deviated inward, the other 
fixing the object. This is the most common form 
of squint. Generally, both eyes have some form 
of hyperopia or farsightedness, usually a high 
amount, and as a rule the squinting eye is the 
more ametropic. A concomitant squint is char- 
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acterized by the power of the squinting eye to 
follow the movements of the other eye in all 
directions, the angle of squint always maintain- 
ing the same size or degree. 

The angle of squint can be measured accu- 
rately by several special methods. A rough esti- 
mate of the number of degrees of strabismus 
can be obtained by watching the light reflex on 
the cornea of the two eyes, and measuring with 
a millimeter rule the amount of turning in or 
turning out of the eyes. For instance, if one 
finds that the left eye is turned in three milfi- 
meters, then one has approximately 15 degrees 
of left internal squint, as one millimeter of 
deviation represents five degrees of squint. 

It is important to notice which eye fixes in 
squint cases. If, under ordinary circumstances, 
the same eye always deviates when the other 
fixes, we have a monocular squint. If, however, 
either eye fixes readily, we have an alternating 
squint. 

Squint can be periodic, namely the mother no- 
tices the squint only when the child is tired in 
the evening, or during an illneses. It may be 
constant. It is probable that originally the cross- 
ing is only periodic, but by daily constant usage 
of the eyes at close range with a great amount of 
farsightedness, which must be overcome by the 
child as he converges his eyes on the near ob- 
jects, the suppression of the deviating image be- 
comes confirmed, and the squint becomes contin- 
uous or constant. 

Squint is often noticed in children in the first 
year of life. The average age, however, is three 
years. Squints occurring after five years are apt 
to be alternating, in which case excellent vision 
usually exists in each eye. 

The following causes of strabismus are to be 
noted: (1) the disturbance of the relation be- 
tween accommodation and convergence by er- 
rors of refraction; (2) the inequality in the 
vision of the two eyes, or amblyopia of one eye, 
which removes the natural stimulus of diplopia 
to exact convergence; and finally (3) disturb- 
ances of innervation and defective development 
of the fusion faculty. Defective innervation may 
affect the muscles and cause a shortening of the 
internal recti muscles, causing convergent squint, 
or relaxation of these same muscles may occur, 
which would cause divergence. The fusion cen- 
ter is in the cuneus, in the occipital lobe, and 
may suffer birth trauma. Sometimes, because of 
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a congenital defect, the fusion faculty develops 
later than it should, or imperfectly, or not at all, 
in which case there is nothing to stimulate a co- 
ordination of the eyes, and consequently, a per- 
manent squint results. The fusion center is not 
fully developed until about the seventh year. 

It is in these cases with poor fusion that one 
finds, besides the usual moderately high amount 
of ametropia, that certain eruptive fevers and 
infections, especially whooping cough, seem to 
bring on the squint. The severe illness or shock 
acts as a provocative agent in the presence of 
this fundamental cause of squint. 

The influence of heredity is important. There 
is nearly always either a history of squint, left- 
handedness or stuttering, or all, in either the 
parents, parents’ brothers and sisters, or pater- 
nal or maternal grand- or great-grandparents. 
Dr. Wenner and I have recently seen two fam- 
ilies in which both of the parents were cross- 
eyed, one with seven children, the other with 
five, all of them cross-eyed. 


Treatment of Convergent Strabismus 


At the outset, it should be stated that no one, 
especially no doctor, is justified in advising a 


questioning mother or father to leave the squint 
alone, or, as it used tobe said, “He’ll outgrow it.” 
Probably the eyes will become straight, a small 
percentage do, but blindness of the crossing eye 
is the price the patient has to pay. What if 
this person meets with an accident and loses his 
good eye? He then has only a blind or nearly 
blind eye, normal to all appearances but unable 
to perform its function. 

In treating cross-eyes one must strive not 
only to correct the squint cosmetically, but also 
to improve or retain present vision. This can 
best be accomplished in children before the 
fifth year, and frequently up to the seventh, but 
only occasionally after that, because the fusion 
power is fully developed about the sixth or sev- 
enth year. 

Treatment of strabismus will be discussed un- 
der three separate headings. 


Refractive Treatment 
Glasses which neutralize the refractive error 
should be ordered for every case of convergent 
strabismus. The refractive error must be ac- 
curately determined by retinoscopy after the use 
of atropine has thoroughly paralyzed the func- 
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tions of the ciliary muscle. Atropine must be 
used for at least three days before retinoscopy is 
attempted. In the majority of cases the refrac- 
tion is hyperopic, and is often associated with 
astigmatism. 

Examine the eyes for strabismus while under 
a cycloplegic. Are the eyes parallel? Is the 
amount of strabismus as great as or less than 
before atropine was used? If you find the eyes 
parallel, you may be reasonably certain that 
the squint is very receptive to treatment, and the 
eyes will straighten out under the proper correc- 
tion. If the squint is less than before the cyclo- 
plegic was used, it may be because of hyper- 
trophy of the internal recti, and these eyes, too, 
in time, will straighten out under proper treat- 
ment. If the angle of strabismus is as great 
under atropine as before, the chances are that 
other additional methods besides glasses will 
be needed for correction. 

After retinoscopy, prescribe the full amount 
of astigmatic correction with about a half diop- 
ter hyperopia less than the full amount found. 
Hitz? states, “The full correction of hyperopia 
in internal strabismus will often produce much 
greater reduction in the angle of strabismus 
than the correction in which one-half to three- 
quarters diopter is subtracted.” It is preferable 
to subtract a half diopter, especially if the cor- 
rection is the first one made, and later give a 
full correction if any squint still remains. 

It is important that this non-operative treat- 
ment of squint should be begun as soon after the 
discovery of the condition as is possible, and 
glasses can usually be given a child as early as 
eighteen months. The youngest fitted in our 
practice was thirteen months, with a prompt cor- 
rection of the squint. 

The use of prisms ordinarily causes no im- 
provement, and occasionally increases _ the 
amount of squint, as it weakens and reduces the 
effort to fuse. 


Educational Treatment 

Orthoptic training by the use of some type 
of stereoscope is very helpful to stimulate fusion, 
as this breaks up suppression, establishes dip- 
lopia, true projection, and stimulates binocular 
vision and stereopsis. Low degrees of strabis- 
mus may be corrected by orthoptic training 
alone. Within recent years, many new types of 
mechanical and box stereoscopes have been placed 
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on the market. All have their good points. In 
our office, the Wottring Rotoscope is used and 
a vertical diplopia is established. This method is 
more prone to succeed than when an establish- 
ment of a horizontal diplopia is attempted. Or- 
thoptic training is very useful before surgery. 
After operation, patients who have parallel vis- 
ual lines, good vision in both eyes and true pro- 
jection may be left to their own urge for fusion 
to develop binocular vision. Patients with re- 
sidual deviation and suppression should be given 
orthoptic training until they have binocular vi- 
sion with and without glasses. Many cases of 
latent suppression that respond very nicely to 
orthoptic training are found even in cases with- 
out squint. 

Occlusion of the fixing eye, that is, occlusion 
of the good eye by a shade or occluder, is re- 
sorted to immediately or soon after the refrac- 
tion. The good eye is covered with the hope of 
increasing the visual acuity of the poor eye, as 
well as to compel the poor eye to use such 
vision as it has to promote fixation, and to stop 
the habit of suppression. 

Instillation of atropine into the good eye to 
blur its vision is not as satisfactory as using 
the occluder, as the atropinized eye often sees 
better than the poor, unatropinized eye. 

.Bar reading, or controlled reading of Javal 
where a bar or strip is placed so that only part 
of the page is seen with either eye, has been sup- 
planted by most of the stereoscopes. The Wott- 
ring Rotoscope uses the bar principle. 


About five years ago, I had the privilege of 
working with Dr. Fink and Dr. Bryngelson’ of 
Minneapolis in their original research on the 
relation of stuttering and left-handedness to 
cross-eyes. Here was used a type of treatment 
for cross-eyes that occasionally is effective. A 
thorough history of left-handedness and stutter- 


ing was obtained in all cross-eye cases. If a 
child were found to be cross-eyed, or was stut- 
tering, investigation often showed that the child 
was originally left-handed, and that the parents 
had at some time previously insisted and forced 
the child to use his right hand. All these chil- 
dren were made to use their originally normal 
left hand. Occasionally, the right hand had to 
be tied, as they had become so proficient in its 
use, and in many cases, after variable lengths of 
time, the cross-eyes would begin to straighten 
out. Stuttering was also treated in this manner 
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with other approved speech practice methods 
with good results. 


Surgical Treatment 

If the squint is of a high degree, 20 to 40 
degrees or more, the treatments outlined here- 
tofore are used, but, of necessity, there must be 
a mechanical and anatomic adjustment of the 
eyes, as it is impossible in some of these cases 
to turn the eye out far enough to hold the head 
straight. Operation must be resorted to in these 
cases, as well as in those that do not respond to 
the aforementioned treatment. 

Operation is resorted to in these highly con- 
vergent squints to bring the eyes parallel, or 
nearly parallel, to aid the child in developing 
good vision, and at the same time to get a cos- 
metic result. In children of school age, it is not 
uncommon to hear them called ‘“cock-eyed,” and 
many other names, by their schoolmates. It is, 
therefore, also of psychological importance to 
correct cross-eyes by whatever means possible, 
as many of these children develop an inferiority 
complex if left alone. In older children and 
adults, surgery is purely for cosmetic reasons, 
as at that time it is impossible to develop fusion 
or to improve vision. Here, too, the cosmetic 
result is of great importance, especially in young 
women. 

In children, operative treatment should not be 
undertaken until the refractive correction has 
been worn for at least six months, and the oc- 
cluder and orthoptic treatments have been re- 
sorted to without results. 


Types of Operations 
No single strabismus operation should be used 
in all cases. In some, it is necessary to do a 
recession of the internal with an advancement or 
resection of the lateral rectus muscles. Occa- 
sionally, both eyes have to be operated upon be- 


fore parallelism is obtained. The above sur- 
gical procedures may have to be repeated on the 
other eye, or a tenotomy and/or a tucking done 
on this eye at some future time. It is poor sur- 
gery to operate on both eyes at the same time. It 
is much better to over-correct than under-correct 
in convergent strabismus operations. 

In divergent strabismus, one usually finds a 
myopic error of refraction. Here a full cor- 
rection is immediately given with the idea of 
making the eye accommodate for near work, 
and by so doing build up a convergence power 
and straighten out the strabismus. A divergent 
squint, even of a small degree, is more notice- 
able than an internal one. Here, surgery must 
be resorted to more often and earlier, as in these 
cases we usually find a thin, weak internus mus- 
cle and tendon. This is advanced and occasion- 
ally one must do a recession of the externus 
muscle before parallelism is obtained. 

In alternating strabismus with good vision in 
each eye, satisfactory results may follow careful 
tenotomy of the internal recti muscles. If a 
squint is still present, which cannot be con- 
trolled by glasses and exercise, and should there 
be a preference of the fixing eye with loss of 
vision in the other eye, as occasionally happens, 
the external rectus of the poorer eye may have 
to be advanced. 

Irrespective of whether refractive, educational 
or surgical treatment is used, squint or cross- 
eyes should be subjected to continued care from 
as early a date as possible until satisfactory 
therapeutic results have been obtained. This is 
evidenced by a cosmetic result of parallelism of 
the visual axes, good vision, or a preservation or 
improvement of the vision in the squinting eye. 
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EXPERIENCES WITH SISTOSAN, A NON-IRRITATING HEMOSTATIC* 
ARNOLD SCHWYZER, M.D. 
Saint Paul, Minnesota 


jens intention of this paper is to report our 
experience with a preparation made by Dr. 
L. Pancaro of Sudbury, Ontario. He calls it 
sistosan (a contraction of two Latin words, 
sisto—I arrest, and sanguis—blood). It is an 
extract from over a dozen plants and roots: 
Rosemary, Centaury, Nettle, Cochlearia, Mint, 
Root of Arnique, Root of Oak, Assent, Angelic 
Root, Elm Root, Marjoran, Ipericon, Matico, and 
Origan. 


From the beginning it should be stated that 
the weak point in bringing this subject before 
you is the fact that even the maker of this 
preparation cannot furnish any chemical analysis 
of the active principle or principles. This would 
entail perhaps insurmountably difficult chemical 
study. We do not even know which of the 
plants work the most. In these days when 
one is swamped by proprietary medicines, one 
is ready to discard such remedies without fur- 
ther trial in as much as our Council of Phar- 
macy has not yet given its judgment of the 
remedy. 

On the other hand (and this is the reason I 
bring this matter before you) I must say first, 
that this hemostatic has helped me out of tight 
places too often to make me refuse to acknowl- 
edge its effect and my gratitude; and second, I 
know Dr. Pancaro, a former interne at St. 
Joseph’s Hospital, to be a thoroughly sincere 
student and an unusually well grounded physi- 
cian. He has made a great many experiments 
with the substance to determine the mode of 
action which seems different from that of other 
preparations. He reaches the conclusion that 
it stimulates the leukocytes toward a prompt 
giving off of their profibrin ferment. The com- 
pilation of the extract of the different plants 
and roots he received from his father, also a 
physician, who as a good botanist had devoted 
many years of research to this subject. I can 
vouch for the integrity of Dr. Pancaro whose 
primary desire in developing this preparation 
was not commercialism but the intense desire to 


*Condensed from a paper read before the Ramsey County 
Medical Society, Saint Paul, Minnesota, November 28, 1938. 
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save life. In this condensed report we shall have 
to omit the history of the development of the 
product, which he prepared as an aseptic and 
even slightly antiseptic solution. It does not 
interfere with wound healing in the least as 


you will learn from the case reports. Given 


internally the coagulation time was somewhat 
reduced. Administered intravenously up to 10 
c.c. per day to a dog weighing fifteen pounds no 
untoward symptoms appeared. 


A demonstration before a medical group at 
Ottawa was particularly impressive. A medium 
sized dog’s carotid and internal jugular were 
cut half way through and by application of 
sistosan on cotton under digital compression, 
the hemorrhage ceased so that after removal of 
the cotton, the wound could be closed by a simple 
skin suture. This appeared almost fantastic, 
so that I wanted to see it repeated. Dr. Warner 
F. Bowers, assisted by my son, H. C. Schwyzer, 
kindly did so in the laboratory of the Surgical 
Department of the University of Minnesota on 
February 29, 1936. The dog weighed 17 kilo- 
grams. The carotid was about the size of an 
ordinary lead pencil. Let me now quote the 
notes made by Dr. J. C. Klein and myself at 
the time of the operation. 


“595 mg. of nembutal intraperitoneally had been 
given for anesthesia. The common carotid on the 
left side was cut one cm. lengthwise and about one- 
fourth of the way crosswise, forming a cross incision. 
Cotton soaked with sistosan was applied and pressed 
on. After two minutes pressure was released. After 
five minutes the cotton pledgets were removed, and 
there was no trace of bleeding. The vessel can be 
handled with forceps and still does not bleed. The 
vessel was then cut completely across with very pro- 
fuse bleeding. Sistosan applied. After two minutes 
of compression bleeding diminished, and after three 
minutes compression there was apparently no bleeding. 
After five minutes the pressure was almost released, 
after six minutes released completely. Ten minutes 
after sectioning the vessel, we start to remove the 
pack. After fifteen minutes, the innermost cotton 
pledgets are lifted, when bleeding starts again. Re- 
newed application of sistosan on the innermost pledgets 
with compression for one and a half minutes. Thirty- 
one minutes after the carotid had been cut the last 
pledget is removed. There is no bleeding. Wound 
closed without any ligatures, some sistosan being left 
in the wound. For the two experiments 60 cc. of 
sistosan were used in all. A subcutaneous injection 
of two cc. of sistosan was made laterally on the 
neck beyond the wound, for later examination.” 
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On March 9, 1936, the dog which had ap- 
peared normal was killed. 


“Exploration of the wound showed some hemorrhage 
in the fascial planes of the neck extending to the 
larynx. The carotid artery was collapsed cephalad 
and did not contain a thrombus. There was no 
thrombosis of the caudad segment. Each cut end was 
surrounded by a firm coagulum to involve not more 
than 1 cm. of the vessel at the point of section. The 
point of subcutaneous injection was somewhat in- 
durated. On opening the thorax, there was mediastinal 
hemorrhage down to the level of the heart, on both 
sides of the vertebral column. The subcutaneous 
tissues over the clavicles were also infiltrated with 
old blood.” 


Inasmuch as there was no hematoma present 
in the wound, the hemorrhagic infiltrations in 
the mediastinum were undoubtedly due to the 
manipulations of compression for hemostasis at 
the time of the operation and to absorption from 
the blood-imbibed wound. 


After making this experiment I started to 
rely more on sistosan in my operative work, 
whenever it seemed advisable. Many times it 
was a great comfort to have an agent to combat 
diffuse troublesome oozing or free bleeding when 
access to the bleeding vessels was difficult or 
associated with danger. What struck me in 
clinical work as noteworthy was not only the 
promptness of clotting but the firmness of the 
coagulum and the dryness (comparatively speak- 
ing) of the blood-soaked gauze packs used for 
compression. Some of the colleagues to whom 
I have given sistosan have been much impressed 
by its value while others had had no real results. 
Those from whom I have received word will 
be mentioned in the report on the use of sistosan 
in different regions. If we consider that the 
substance acts simply in hastening coagulation 
and in rendering the clot more firm, it is readily 
comprehensible that in removing the gauze or 
cotton too soon, the clot. which has become 
enmeshed in the gauze, is pulled out of the 
vessel and the bleeding recurs. At times we 
have found it of advantage in cases where bleed- 
ing recurred after removal of the gauze to exert 
a little pressure with a gloved finger moistened 
with sistosan or to make gauze compression on 
an interposed rubber dam. 


The use of sistosan in a number of surgical 


cases will now be reported. I have used it 
personally over a hundred times. The cases 
will be arranged going down from the head to 
end at the extremities. All of my cases reported 
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in this paper were operated upon at St. Joseph’s 
Hospital. 

Dr. R. T. Muller reports to me a case of an 
endothelioma of the skull. The growth, the 
size of a hen’s egg, was exceedingly vascular. 
Bleeding was decidedly disquieting. Adrenalin 
and compression with very hot packs had hardly 
any effect, but after application of sistosan there 
was no bleeding when three minutes later com- 
pression was discontinued. Dr. Muller thinks 
the sistosan saved the patient. 

Dr. Livingstone of Hudson, Wisconsin, used 
sistosan in a case of persistent bleeding after a 
tooth extraction. The bleeding stopped perma- 
nently after cotton soaked in sistosan was ap- 
plied and the patient instructed to keep his 
jaws closed for half an hour. 

Bleeding after tonsillectomy was successfully 
treated in over eighty cases as reported by Dr. 
Pancaro. It may be of value to apply first a 
thin pledget of cotton and bulkier ones over it. 
Then the innermost layer may be left for an 
indefinite time after removing the outer ones. 

Dr. Sprafka of Saint Paul reported on a child 
eight years old. Hemorrhage from the wound 
occurred six days after tonsillectomy. Adrenalin 
and tannic acid checked the bleeding temporarily 
only. Sistosan applied with pressure for six 
minutes stopped bleeding permanently. 

In a case of parotid tumor, sistosan combined 
with firm compressure for three minutes checked 
troublesome bleeding. Healing was perfect. 


Carcinoma of submaxillary area.—This patient 
had a large metastatic carcinoma of the sub- 
maxillary area from a growth on his lip which 
had been treated by his home doctors with large 
doses of x-ray and radium since November 1935. 
He came to us in April 1937. The mass was 
removed in toto together with the overlying skin 
and the adjoining muscles, including portions 
of the sterno-mastoid muscle. Oozing was 
marked, though not excessive. Sistosan checked 
it effectively. Later a pedunculated flap was 
formed to cover the defect. 

In goiter work there may be a rare instance 
where sistosan comes in handy. Dr. A. E. 
Naegeli of Saint Paul asked me for some sistosan 
when serious. bleeding occurred in a thyroidec- 
tomy for a toxic goiter. The gland appears to 
have been very friable, sutures pulled through 
and tying was difficult. Pressure with ordinary 
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gauze checked the hemorrhage only partly, but 
ten minutes after applying gauze soaked with 
sistosan the bleeding was controlled. 

I have records of four personal cases of 
thyroidectomy where the lotion was used. In 
one of them for instance there was a bleeder 
on the right side of the trachea where fear of 
interference with the recurrent laryngeal nerve 
made us apply some sistosan. The bleeding 
stopped. Recovery was prompt. 


Carcinoma of the thyroid gland.—Profuse 
free bleeding and oozing occurred on removal, 
July 13, 1937, of a right sided tumor which was 
firmly adherent to the surroundings. Sistosan 
checked the bleeding effectively. 


Gastric bleeding —Dr. Pancaro speaks of good 
effects from internal administration. In one of 
our cases of marked, though not severe bleeding 
after gastro-entergstomy, the vomiting stopped 
after administration of three tablespoonfuls, and 
the further course was smooth. How much of 
this was due to the sistosan remains questionable, 
but it shows that the stomach accepts sistosan 
without revolt. In two other cases (one of my 
own and one of Dr. Naegeli’s) of profuse bleed- 
ing with no preceding operation, sistosan did not 
help. Local application and compression is here 
out of the question.* 


Oozing from liver surface after cholecystec- 
tomy.—Of four such cases two could be closed 


tight. The other two had abscesses between the 
gallbladder and the liver and were therefore 
drained. Smooth recovery took place in all four. 


Trauma, ruptured pancreas and mesenteric 
vessels —Dr. Naegeli had a case of crushing in- 
jury to the abdomen caused by a one thousand 
pound weight. The hemorrhage was profuse 
retro-peritoneally and could not be checked by 
ordinary means. A gauze pack soaked in sisto- 
san was used and the hemorrhage was controlled. 
At the autopsy three days later no hematoma 
was found. The bleeding had therefore been 
checked definitely. 

A rapidly growing sarcoma of the mesosig- 


*Since reading this paper sistosan was given internally in a 
case of severe gastric bleeding. A tablespoonful was admin- 
istered every hour for three doses and followed with a tea- 
spoonful every two hours for twenty-four hours. The hemo- 
globin had come down from near normal to 35 per cent within 
two weeks, and the feces seemed to be almost all blood. After 
sistosan, the feces became free from blood. Resection of the 
stomach (Feb. 24, 1939) then demonstrated a malignant mass 
with a deep ulcer an inch in diameter. 
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moid the size of a man’s head was removed 
May 2, 1936. The bleeding was of course pro- 
fuse. After removing the tumor as expeditious- 
ly as possible a gauze soaked in sistosan was in- 
troduced, and the parts compressed. After that 
the edges of the lateral leaf of the mesosigmoid 
were re-approximated by suture and the ab- 
domen closed tight. Uninterrupted wound heal- 
ing followed. 

A patient with intestinal obstruction due to 
widespread post-operative adhesions involving 
almost the whole tract of the small intestine after 
operation elsewhere for an ovarian dermoid and 
reoperation for adhesions, came to us and was 
operated upon November 25, 1936. Small in- 
testine loops were so firmly grown to the ab- 
dominal walls at the site of the former incisions 
that we barely missed opening the gut in several 
places. One loop had a fibrous attachment to 
the depth of the pelvis at the site of the stump 
of the ovary. The patient was so extremely 
emaciated and weakened that only the worst and 
obviously obstructing parts could be freed. We 
predicted that we might have to do more later 
on, as the omentum was not to be had for pro- 
tection. Considerable sistosan was used on the 
oozing gut and some was left in the peritoneal 
cavity. Recovery was very prompt. Fifteen 
days after the operation she came to the office, 
and my associate made the entry that she had 
gained ten pounds since the operation. She 
felt pretty well for three months when in March 
unbearable cramps recurred and became so severe 
that she had to be reoperated on May 17, 1937. 
Since then she is reasonably well though she 
often has much pain. At our second operation, 
the fourth one for the patient, firm adhesions had 
been encountered at the abdominal walls and in 
the pelvis though not near as bad as at the first. 

I am under the impression that sistosan does 
not make adhesions, on the contrary in checking 
the oozing, counteracts the formation of such. 
We have used it many times in pelvic work leav- 
ing 30 or 50 c.c. in the peritoneal cavity if it 
seemed desirable on account of much oozing, as 
in several advanced malignant tumors of the 
ovaries when the soft growth had broken through 
the surface and adhesions were present with 
many oozing areas. As a striking example let 
me report in short, one case. A Catholic Sister 
was operated upon on January 21, 1937, for a 
sarcoma of the ovary involving the tube. Her 
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hemoglobin was only 50. It was decided to 
transfuse her not before but directly after the 
operation. The tumor, about the size of a six 
year old child’s head, was adherent to loops of 
small intestine all over the sides and posterior 
circumference. We first freed one loop and the 
bleeding was excessive from the junction between 
mesentery and gut as well as from the tumor 
side. Compression by doubling up the gut on 
its mesentery only partly reduced the bleeding. 
It appeared that we should lose the patient un- 
less we succeeded in freeing the mass quickly 
from all the loops of intestine (six or eight of 
them) and could then stop the bleeding. There 
was, of course, no time to be lost tending to 
individual bleeders. As rapidly and gently as 
possible we separated the tumor from the many 
loops. Sistosan was poured into the wound and 
while we proceeded, compression was made as 
well as possible. The pedicle was reached, 
clamped, and the tumor cut away. Now more 
effective compression of the mass of raw oozing 
guts could be accomplished with large sistosan- 
soaked packs. This controlled the bleeding 
reasonably well. The other ovary was then 
looked for. It was the size of a plum, white, 
and imbedded in adhesions. It was removed 
while compression of the guts was kept up. 
Another ounce of sistosan was poured into the 
pelvis and the abdomen closed. A transfusion 
of 660 c.c. of blood was then given, and the 
recovery was very good. Upon inquiry the pa- 
tient wrote us April 10, 1938, that she had gained 
over forty pounds in weight and was feeling 
very well. 

It would be too tedious to report on all the 
abdominal cases where sistosan was used, such 
as complicated carcinoma of colon and rectum 
or extraperitoneally developed fibroids between 
the layers of the broad ligament, or severely 
adherent adnexa, and several broadly adherent 
malignant growths, etc. Among minor things, 
there were two cases of viciously prolonged 
bleeding from simple punctures of small ovarian 
cysts, where sistosan checked the annoying ooz- 
ing. 

In nephrolithotomy we have used sistosan 
five times. One patient, Mrs. J. S., was oper- 
ated upon February 1, 1937. Three stones were 
removed by incising through the cortex of the 
kidney. Sistosan was applied to check the bleed- 
ing. 
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Another patient, Mr. H. G. E., operated upon 
December 1, 1936, had a large branched stone 
and some smaller ones. They were removed 
through a cortical incision, three inches in length. 
The bleeding was stopped partly by sistosan 
with compression, partly by suture. 

A third case of renal calculi was Mr. C. W. M. 
On November 30, 1937, a nephrotomy was made 
which allowed us to deliver a calculus 3.5 cm. 
long and a smaller, hard, white one. The bleed- 
ing was severe as we did not clamp the hilum 
for fear of crushing the stone. Sistosan on a 
gauze sponge together with compression for 
several minutes checked the bleeding enough for 
a suture under vision. 

A fourth patient was operated upon March 11, 
1938. Mr. J. A., a strong man of - forty-one 
years, had a complete obstruction from a stone 
at the uretero-pelvic junction. The temperature 
was 104 degrees and there was so much peripye- 
litis (the tissues being baked together at the 
hilum) that a moderate sized cortical incision 
was made through which some smaller concre- 
tions were first removed from the lower calix 
and then the conically shaped calculus from the 
pelvis. Due to the small size of the incision 
(about 4 cm.), the vessels could not be satis- 
factorily sutured in the depth, and the sistosan 
together with compression was used. 

These four patients made good uninterruped 
recoveries following nephrotomy. In the mean- 
time we had other nephrotomies where we did 
not have to use sistosan. But in this kind of 
operation one is especially glad to have an agent 
for controlling bleeding. Of particular interest 
was the fifth case. 

This patient was operated upon very recently. 
Besides a large stone there were smaller ones 
up to the size of a french pea and in the lower 
calices much fine gravel. This case is of partic- 
ular interest for the discussion of sistosan, as 
in some other way we made use of its quality 
of forming a firm coagulum. After the removal 
of the large stone through the open kidney and 
after the scooping out of the more sizable of the 
smaller calculi there was a great amount of 
gravel to be felt. The kidney pelvis readily 
filled with blood as an almost cartilaginous per- 
inephritis and the fear of forcing the material 
into the ureter had made us desist from clamping 
or constricting the hilum. A _ sistosan-soaked 
gauze sponge was inserted into the kidney pelvis 
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and left for a while. A firm clot formed in 
the calices and was, of course, more adherent 
to the gauze than to the smooth lining of the 
calices. When the gauze was removed a large 
number of small stones came away with it and 
after repeating the procedure once more, the 
finger could not detect any grit anywhere. The 
firmness of the clot formation and the non- 
irritating character of the sistosan were partic- 
ularly helpful in this case. 

Mrs. S. G. was operated on February 18, 1937 
for a solitary cyst of the kidney. It was on 
the posterior surface, about midway between 
the two poles and was the size of a tangerine. 
It was cut out of the parenchyma, sistosan was 
applied and the kidney wound approximated by 
sutures. Recovery was prompt. 

Suprapubic prostatectomy.—Even when there 
is very little bleeding after the enucleation of 
the prostate, we always compress the bed with 
a sistosan-soaked gauze or a piece of rubber 
dam after sistosan is poured into the bladder. 
Sistosan seemed very valuable in this work, but 
to say that it was the deciding reason for having 
lost only one case in our last forty-two supra- 
pubic prostatectomies would not be correct as 
the large majority were before we had sistosan. 
Compared with other cases there was, however, 
less bleeding after the operation. Since we have 
used sistosan, the urine was as a rule macros- 
copically free from blood within one or two 
days. I will mention just one case where we 
removed the prostate suprapubically and at the 
same session excised a large diverticulum of the 
bladder. In 1933, a year before he came to us, 
a well known urologist had made a transurethral 
operation for prostatic obstruction, but when 
some difficulty arose, had to open the bladder 
suprapubically. A diverticulum of the bladder 
had been recognized before operation. The pa- 
tient consulted us in March, 1937, and had 
much misery and urgency. There were 400 c.c. 
of very foul residual urine. After washings 
and silver nitrate treatments, the residual quanti- 
ty was reduced to 275 c.c. and was of consider- 
ably improved quality. On March 13, 1937, we 
re-opened the bladder suprapubically and made 
an enucleation of the very hard prostate. Sisto- 
san was applied and the bleeding was well stop- 
ped. Considering the number of operations the 
patient had had to go through, together with 
his mental and financial circumstances, we de- 
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cided to remove the diverticulum at this same 
session, though it appeared difficult of access. 
It was almost directly back of the bladder, a 
little to the left side and the roentgenogram had 
shown it to be about four inches in height. The 
left bladder wall was freed. The left ureter 
ran over the side of the diverticulum and had to 
be dissected free. After the diverticulum was 
removed and its opening into the bladder closed, 
sistosan was poured into the bladder. Recovery 
was surprisingly prompt. I doubt whether I 
should have had the courage to have operated in 
one session without the help of sistosan. 

Operations on the extremities where we used 
sistosan were only few in number. 

A varix aneurysmaticus of the wrist in a boy 
of seven years was operated upon. Obliteration 
by suture was done but bleeding was not checked 
completely. Rather than do more suturing, 
sistosan was applied and after forty seconds 
there was no oozing even on straining. The 
wound healed promptly. 

Dr. Pancaro reports good result in fifth day 
hemorrhage from wounds, in other words, in 
cases of a septic melting down of the primary 
thrombus in open wounds. In one such case 
we have to register a failure. A boy had re- 
ceived an injury to his wrist from an explosion 
of a shell. His doctor explored the wound for 
one and a half hours trying to find a piece of 
metal which the roentgen picture showed. The 
bleeding was so persistent that he finally had 
to quit and pack the wound. But alarming bleed- 
ing recurred repeatedly on successive days, and 
I was called in consultation. The curled up piece 
of shell was found-directly over the carpal bones 
underneath the tendons. Sistosan was applied 
for a short time while the tourniquet was re- 
moved. There was no bleeding and the wound 
was partly closed. The patient left the hospital 
but was brought back in a hurry a week later 
on November 26, 1937. A renewed severe bleed- 
ing had occurred. After enlarging the wound 
and removing a hematoma the size of a chicken 
egg, the spurting ulnar artery was ligated and 
also another smaller one. Sistosan was applied 
and the wound partly closed. From then on 
the wound healing was smooth. 


An amputation above the knee for senile 
gangrene did not need a single ligature, though 
for safety sake a fine catgut was placed around 
the thrombosed femoral vessels. The bleeding 
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points were simply compressed for a few minu- 
tes by gauze soaked in sistosan. This controlled 
all bleeding. One might think that perhaps such 
a foreign substance would endanger the very 
poorly resistent tissues as a stump of amputation 
for senile gangrene. However the wound healing 
was perfect, and the lack of ligatures in the 
wound was a point in favor of such procedure. 

That sistosan does not damage the tissues is 
best demonstrated by the good result we had in 
two cases of skin transplantation. They were 
for varicose ulcers of the leg. After excision 
of the ulcers and their thickened base, bleeding 
was not promptly stopped by ordinary compres- 
sion. Sistosan was then used. The thin Thiersch 
flaps took perfectly. 

So far we have not had any experience in 
cases of blood dyscrasias, a field which might 
yield valuable results inasmuch as Dr. Pancaro 
reports that he injected the fluid intravenously 
up to 10 c.c. per day into a dog of fifteen pounds, 
without untoward results. 

Sistosan seems to have a good effect even if 
administered orally as in some cases of menor- 
rhagia, but my intention was to bring before 
you only what I have observed myself. I am 
sure it has helped me out many times in danger- 
ous conditions and very often brought at least 
a sense of greater security when extensive in- 
traperitoneal oozing was disquieting. As it ap- 
pears to me, the value of sistosan consists of 
causing the blood to clot more rapidly, and 
principally of an apparently better contraction 
of the clot as expressed in its dryness. The clot 
is more firm as demonstrated by the observation 
that the thrombus which blocks the cut vessels 
is not far progressing in the lumen, but never- 
theless stops the bleeding effectively. 

Some of my colleagues, it must be said in 
fairness, had no demonstrable results with sisto- 
san, but I wonder if the time of compression 
was not perhaps too short or if it was not used 
where the remedy had no proper chance to come 
into contact with the vessels. I am inclined to 
say that in order to get results one must have 
the courage of the conviction that sistosan will 
work if it can be given a proper chance. Where 
clots hinder the remedy from reaching the vessel 
lumina we cannot expect much. Recently a 
case of severest nose bleed where the blood 
gushed forth like from a small aneurysm and 
the patient was brought to the hospital cold, 
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clammy, and practically pulseless, neither sisto- 
san nor “tuffon” in connection with firm pack- 
ing of the nares from behind and in front after 
application of trichloracetic acid, controlled the 
bleeding more than temporarily. Ligation of 
the external carotid had to be resorted to. 

Dr. Pancaro contends that results were ob- 
served in hemoptysis and in hematuria. As the 


post hoc is not necessarily a propter hoc, and 
as I have not had occasion to use sistosan in 
such cases, this is only mentioned in passing. 


Several hemostatics are on the market. Al- 
ready long ago Fonio, a former assistant of 
Kocher, made a preparation from blood plate- 
lets in powder form, and called it coagulen. It 
was of good help in some cases of mine and of 
several of my colleagues. It is applied in powder 
form. We did not feel safe to use larger quan- 
tities in the abdominal cavity. 


A similar preparation in liquid form seems 
to be the recently advertised “ercé,” a lipo-col- 
loid suspension of thrombin. It comes in am- 
poules of 5 or 20 c.c. Like Fonio’s coagulen, 
this French preparation may be said to act physi- 
ologically in bringing to the fibrinogen in the 
blood, the agent—the thrombin—which causes 
coagulation under usual conditions. Ercé is 
claimed to coagulate blood in twenty sconds. I 
have had no experience with it. 

Another preparation is “tuffon,” a German 
product which I saw used with prompt effect 
by Prof. Henschen of Basel in Switzerland this 
past summer. In one of our own cases bleeding 
from the bone marrow in an amputation of the 
leg was promptly checked. A firm rubbery mass 
promptly formed of blood and this coagulant, 
which contains among other things, tragacanth. 

You heard recently of the vitamin K (Koagu- 
lations-vitamin) as opening possibilities in hem- 
orrhagic diatheses. The experiments with several 
other preparations demonstrate the urgent de- 
sire for a reliable hemostatic. 

Sistosan, in its liquid form, harmless even in 
large doses in the peritoneal cavity, has advan- 
tages of much merit. To claim too much for it 
would hurt its use. I would not trust too much 
any remedy in a treacherous case but one thing 
is sure: I should not like to be without this 
preparation. It has proved itself too often a 
good friend in need and I feel very grateful to 
Dr. Pancaro for this efficient and innocuous 
hemostatic. 
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HISTORY OF MEDICINE IN RAMSEY COUNTY 


BY J. M. ARMSTRONG, M.D. 


(Continued from March issue) 
1865 


A number of physicians came to Saint Paul in 1865 apparently to look over the 
prospects. Among them were Samuel D. Flagg and Albert E. Senkler. The 
former moved to Saint Paul permanently the following year, and the latter set- 
tled at Saint Cloud and moved to Saint Paul in 1880. Both became prominent in 
local and state medical affairs in later years. Of interest to residents of old Saint 
Paul was a petition. made by Dr. Rosenk to the common council in March. He 
stated himself to be the owner of the lot on which the Bell Tower was situated 
and petitioned to have one hundred dollars appropriated for ground rent since 
the year 1860. This lot was the small triangular piece bounded by Ramsey, 
Sherman, and West Seventh Streets. The bell in the tower was rung to mark the 
working hours and was used also as a fire alarm. Many persons now remember 
the tower; the bell was removed to the old market house on Seventh and 
Wabasha Streets. 


The Saint Paul Fire and Marine Insurance Company was organized this year 
with Dr. David Day as president. The reported discovery of gold along the 
northern boundary of our state caused considerable excitement at this time, and 
several gold mining companies were organized. The first of these was the Ver- 
million Falls Gold Mining Company, of which C. Draper Williams was president. 
Apparently C. D. Williams was a good enough name for a physician, but C. 
Draper Williams was more impressive on a certificate of gold mining stock. 

The salary of the city physician was cut to $150 per annum; inasmuch as 
gold was quoted at 135 at this time, economy seemed necessary, and as usual the 
physician suffered. The county commissioners purchased for $1,000 the S. W. 
% of the S. E. %, Sec. 21, Town 29, Range 23, for a poor farm. The only other 
references of importance enough to note concerning physicians are that on 
October 3 the funeral of Dr. Ebenezer Miller took place and on the next 
day the furniture of Dr. Dorphey was sold at auction at his rooms in the 
Rogers Block. This is the only reference that has been found concerning the 
latter. It is also stated that on October 8, Borup and Chaplin shipped out six 
tons of ginseng worth 75 cents a pound. 

In November, the board of health was reorganized with Dr. Brisbine as presi- 
dent. He appointed as ward deputies Drs. Steele, Wharton, Willey, Stewart, and 
Potts. In December Dr. Morton returned from his army service and resumed 
practice. 


It was during this year that Hatch’s Battalion captured the two Indians, 
Shakopee and Medicine Bottle, near Pembina. The captives were brought to 
Fort Snelling for trial, were convicted and hanged. The story of their fate 
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afterward is best told by quoting from the Pioneer for November 16, of the fol- 
lowing year. 


About a year ago Shakopee and Medicine Bottle were hanged at Fort Snelling. That 
night about the bewitching hour of 11 P. M. a light might have been seen through the 
window of a drug store not many miles from the corner of 7th and Jackson Sts., and the 
rotund form of Dick C—— (we omit names) busily engaged in packing Mr. Shakopee in 
a cask of spirits. The next chapter in the romance was an item in a Philadelphia paper 
stating that Shakopee’s body had been received and duly dissected at a medical college in 
that city. But what of Mr. Bottle? We suspect the Ramsey County Medical Society can 
tell what became of his flesh. As for his skeleton, we saw it in the office of a sungeon 
down street the other day, and a fine framework of bones Mr. Bottle had, too. 


The editor anticipated the founding of the Ramsey County Medical Society by 
three years. He probably referred to the Saint Paul Academy of Medicine and 
Surgery. That society suspended sometime in 1866. At any rate, one must give 


the editor of the Pioneer the credit of naming the Ramsey County society even 
before its conception. 


1866 


The outstanding event of 1866 was the reappearance of Asiatic cholera in 
Saint Paul. The ravages of the disease and the efforts made by the board of 
health to cope with it are considered in a separate chapter, and will not there- 
fore be described here. 

Dr. Morton, who had returned from army service'late in 1865, died in Saint 
Paul on March 22, and the papers gave a long account of his army services 
and his career. He was the first of the group of medical men who came to Saint 
Paul in the previous decade to pass away. The papers also recorded, on January 
27, the death of Dr. Hiram Murdock, at the residence of Dr. Henry Murdock 
in Taylor’s Falls. He was born in New York in 1797. He was the father of 
Judge H. L. Murdock, of Saint Paul. The papers stated that he was formerly 


a resident of the city, although there is no record that he ever practiced his 
profession there. 


Early in the year the Cosmopolitan Hotel at Third and Franklin Streets 
burned, but the stone walls remained standing until the night of June 25, when 
a violent wind storm blew them down, demolishing the house next door, which 
was occupied by Dr. Schell. It was feared that the doctor was killed, but those 
who started to clear away the ruins were encouraged by a flood of expletives in 
his well known voice. When he was extricated, it was found that his left leg had 
sustained a compound fracture which confined him to bed for some months. 


In February Dr. Tavenier, who had been away for some years, returned to 
Saint Paul. Dr. D. W. Hand returned from army service in June and resumed 
his practice with Dr. Willey, and Dr. Thomas Foster also returned. Dr. Vaiden, 
who had been in Saint Paul since 1854, moved to Prescott, Wisconsin, where he 
purchased a large tract of land. Dr. Peter Gabrielsen, who had received his dis- 
charge from the army, evidently could not give up the fighting habit, and was 
twice arrested for assault and fined in the police court. For further particulars 
regarding him see the biographical section. 

Among the new physicians who came to Saint Paul were Dr. Charles E. Smith, 
who had just finished a year of interneship at the Pennsylvania Hospital, after 
graduating from the University of Pennsylvania. He began practice with his 
father, Dr. Franklin R. Smith. Dr. James T. Alley, a homeopathic physician, 
came from New York. He obtained considerable practice and died in Saint 
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Paul September 17, 1878. A Dr. Edward Wietfeldt also arrived during the year 
but remained only a short time. Dr. Cyrus Brooks left the army and became a 
sanitary inspector for the second ward. Dr. Samuel D. Flagg became a perma- 
nent resident, probably shortly after the beginning of the year. In March he 
was appointed by the governor to the board of managers of the state lunatic 
asylum, a newly created board. Dr. J. V. Daniels, of Saint Peter, was president, 
and Dr. Flagg, secretary. Several itinerant medical practitioners spent a short 


time in Saint Paul as in previous years, but their names are not important 
enough to record. 


An income tax was passed by Congress at this time and it may be of interest 
to record the incomes of some of our medical men. Incomes over $600 and 
under $5,000 were taxed 5 per cent, and over $5,000, 10 per cent. The amounts 
given include the $600 exempt. 


A. G. Brisbine 
Wm. Caine 
David Day 
Samuel D. Flagg 
J. H. Murphy 
J. H. Stewart 


John Steele 

T. C. Schell 
Godfried Stein 
C. D. Williams 
H. Wedelstaedt 
Alfred Wharton 
Samuel Willey 


These amounts probably represent the total income. The returns show that 
there were only 475 persons in Ramsey County with incomes over $600 and only 
206 in Hennepin County. Day was in the drug business at that time and Stein 
was also a druggist. The last named lived in Saint Paul many years and finally 
returned to Germany. Dr. George Stein, a son, is now practicing medicine in 
Munich. 

The ginseng business in 1866 was slightly in excess of that of the previous 
year, as 89,523 pounds were shipped out of Saint Paul. It was ginseng that 
stimulated the trade with China and which resuscitated the country after the 
Revolutionary War, and it seems fair to believe that this trade helped the resi- 
dents of Minnesota after the Civil War. 

The Saint Paul Academy of Medicine and Surgery, which was organized in 
1860, passed out of existence this year. There seem to have been several causes 
for its demise. Morton was dead and Rieger had moved away. The Academy 
lost the position of city. and county physician and health officer which had been 
a principal source of income, though the emoluments of the position were greatly 
reduced. Most of the members had been away in the army during the previous 
years. Stewart and Wharton were at outs. Stewart and Murphy could not 
agree, as Stewart’s ambitions were political and he was afraid of Murphy, who 
had much prestige among the ex-soldiers. It was necessary also for the physicians 
to build up their finances and the Academy was expensive. In addition the or- 
ganization was rather a closed corporation and new men who had arrived in 
Saint Paul thought they ought to be taken in, but their professional status had 
as yet not been determined. Finally a meeting was held, the library was dis- 
tributed by returning the books to their donors, the laboratory apparatus was sold, 
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the balance of the funds was expended for an elaborate banquet, and the 
Academy was thus “liquidated and dissolved.” 


1867 


In a summary of the previous year’s health, the papers stated that 1866 had 
been the healthiest in the history of the city and suggested that the cleaning up of 
the city again be undertaken. In April, Brewer Mattocks was elected city phy- 
sician and a general cleaning up of the city was begun. The quarantine station 
at Pig’s Eye was equipped for use, should an emergency arise, and the smallpox 
hospital was moved to that locality. The mortality statistics showed that 272 
deaths had occurred in Saint Paul the previous year. The population was be- 
tween fourteen and fifteen thousand. This year the legislature passed general 
regulations for the reporting of births, deaths, and contagious diseases, which 
were almost similar to those put in force in Saint Paul the previous year. 

One of the most interesting events in Saint Paul history, and of international 
aspect, occurred this year. The trial of one “Dr. George L. Van Solen, M.D.” 
for the murder of a Dr. Harcourt. Harcourt was an Englishman and resided in 
Saint Louis. In 1865 he came to Saint Paul and went on a hunting expedition 
with Van Solen. Van Solen returned alone saying that Harcourt had deserted 
him. Nothing was thought about this event till 1867, when Harcourt’s relatives 
in England, not having heard from him, asked the State Department to investi- 
gate his disappearance. It was then remembered that in 1865 a body had been 
found in the river at Pig’s Eye with a stone tied to the neck, evidently a murder. 
Van Solen was found in Chicago, arrested for the murder of Harcourt and tried 
in Saint Paul. This was the longest and most expensive trial held in Saint Paul 
up to that time. The first trial ended in a disagreement ; after a second trial, in 
1868, Van Solen was acquitted. The prosecution was unable to prove that the 
exhumed body was that of Harcourt. Every physician in Saint Paul testified in 
the trial, but as the exhumed body was badly decomposed, their testimony was 
somewhat at variance. It was brought out at the trial, however, that Van Solen 
was a self-styled physician, a mechanic by trade, but that he had been a hospital 
steward in the army under Dr. Wharton. 

In May, Dr. Brisbine was elected county physician, but in June the county 
commissioners again declared the office vacant and elected Drs. Murphy and 
Wharton to fill the position. The first reported malpractice suit against a phy- 
sician occurred this year, Dr. Stewart being the victim; the jury found for the 
defendant. 


A large number of physicians and so-called physicians came to Saint Paul in 
1867. The majority remained but a short time, and were cancer specialists, 
magnetic healers, venders of spectacles, corn doctors, and the like. A Dr. H. 
Willson who had been surgeon to the Sixth Regiment essayed the practice of 
medicine in Saint Paul after practicing at Chatfield for a short time before the 
war. A Dr. N. Stanton, also, who stated he had had an extensive experience 
with cholera in 1851, and who gave Drs. Hill and Lindley of Minneapolis and 
Drs. Stoneman, Talvert and White of Saint Anthony as references, remained a 
short time. A Dr. Clark of Troy, New York, a homeopath, attended to Dr. C. D. 
Williams’ practice during the latter’s absence from the city. Dr. E. Herman 
Smith, a young man of great promise, who had just served an internship at 
Bellevue Hospital, New York, came to Saint Paul at this time largely because of 
his health. He became very popular and. was one of the founders of the Ramsey 
County Medical Society in 1870. He returned to his home in Massachusetts 
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early in the next decade and died there of tuberculosis. Dr. William Ray came 
to Saint Paul this year. He also was one of the founders of the society. Dr. 
Thaddeus Williams, of the Galenic Institute, moved temporarily to Janesville, 
Wisconsin, to open a drug store. The papers stated that he wrote literary articles 
under the name of Gordon Revere, and was the author of the article on the 
climate of Minnesota in Colonel Hewitt’s immigration pamphlet. He left his 
younger brother, Dr. Cornelius Williams, in charge of the Galenic Institute for 
two years. 

On February 14, 1867, the Minnesota Homeopathic Institute was incorporated 
in Saint Paul, with Dr. H. Wedelstaedt as incorporator and secretary. The 
officers were: C. D. Williams, president, St. Paul; W. H. Leonard, first vice 
president, Minneapolis; Z. B. Nichols, second vice president, Faribault; H. 
Wedelstaedt, recording secretary, St. Paul; T. R. Huntington, corresponding 
secretary, Minneapolis. The Board of Censors was composed of: J. N. Wheat, 
T. R. Huntington, and J. T. Alley. 

The manuscript minutes of this society for the years 1867 to 1884 and from 
1906 to 1912, when it dissolved, may be found in the Library of the Minnesota 
Historical Society. 

It may be of interest to give here the incomes of some of the Saint Paul phy- 
sicians as filed for the year ending May 1, 1867. The amounts include the one 
thousand dollars exempt. 


David Day 


A A. Wharton 
J. H. Murphy t Samuel Willey 


Russel Post : C. D. Williams 
J. H. Stewart 


1868 

Other than the Van Solen murder trial already mentioned there seems to have 
been little of medical interest going on in Saint Paul this year. The usual num- 
ber of advertising doctors were in evidence, who after blatantly advertising their 
phenomenal skill, remained for a short time and then passed on to other fields. 
Among the physicians who settled in Saint Paul more or less permanently were 
Martin Hagan, who may have come late in the previous year, and Adelard 
Guernon, a French Canadian, who succeeded to Dr. Vervais’ practice, Vervais 
having died from an overdose of morphine on October 10. Hagan did well and 
remained a number of years. Both he and Guernon were admitted as charter 
members of the Ramsey County Medical Society. 

Two homeopathic physicians, Dr. J. B. Hall, of Cleveland, Ohio, and Dr. B. J. 
Adams, chose Saint Paul for their field of endeavor. Also recorded as residents 
of Saint Paul are Dr. C. A. Glidden and Dr. Henry H. Eames. The former, a 
homeopath, remained about twenty years ; nothing is known of the latter. Another 
man whose history is unknown is of more than passing interest. On October 
23 the Pioneer published the card of Dr. P. Ronning, Norwegian physician, 
Office 130 Third Street. The name in another place is spelled Roéning. As he 
was the first of his nationality to practice medicine in Saint Paul, it would be 
desirable to learn more about him. Apparently he remained but a short time. 
The papers also recorded the death from apoplexy of Dr. Wm. P. Lambert, 
U. S. A., on April 28, at the home of his brother, Judge Lambert. Two Drs. 
Lambert have previously been recorded as practicing in Saint Paul and ap- 
parently they were all related. This Dr. Lambert was stated to have been born 
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in Huntington County, Pennsylvania. He was fifty-three years of age at the 
time of his death, and had been a surgeon in the army and navy since the age of 
twenty. He probably was not a resident of Saint Paul. Drs. Stewart and Mat- 
tocks dissolved partnership at the beginning of the year, and Dr. C. E. Smith was 
elected county physician in June. M. G. T. Daly, son of Thomas Daly of Saint 
Paul, graduated in medicine at McGill University in May. 

The incomes of some of the Saint Paul physicians for the year ending May 1 
is given as follows: 


A. G. Brisbine J John Steele $1,856.00 
David Day . J. H. Stewart 


Brewer Mattocks 
J. H. Murphy 


It is interesting to compare these figures with those of previous years. Ap- 
parently the practice of medicine was not very lucrative but of course the over- 
head costs were low in comparison with those of today. Stewart always man- 
aged to hold some lucrative office which added to his income from medical prac- 
tice. C. P. and D. R. Noyes came to Saint Paul this year and took over the 
wholesale drug business formerly owned by Vawter, Pett, and Moulton. 


1869 


The year 1869 was an important period in Minnesota medical history. The 
earliest event of the year was the organization or reorganization of the Minne- 
sota Medical Society under the name Minnesota State Medical Society. The 
call for the meeting was published in the Saint Paul papers on January 20 and 21, 
as follows: 

Minnesota Medical Society 


A meeting of the Society will be held on Tuesday, February 2nd, 1869, at the 
International Hotel in St. Paul at 11 A. M. County and City Medical Societies 
throughout the state are requested to send delegates. 


Business of importance will be presented. 


Thos. R. Potts, M.D. 
F. R. Smith, M.D. 
J. H. Stewart, M.D. 
A. E. Ames, M.D. 
J. H. Murphy, M.D. 


Minnesota papers please copy. 


The meeting was held as announced on February second and third. Two para- 
graphs from the Pioneer of the third regarding this meeting may be quoted. 


About two years before Minnesota became a State, that is in December, 1855, 
a State Medical Society was organized in Saint Paul, by adopting a constitution 
and by-laws and the election of the following officers: 

President—Dr. T. R. Potts 

Vice President—Dr. J. H. Murphy 

Recording Secretary—Dr. J. V. Wren 

Corresponding Secretary—Dr. J. D. Goodrich 

Treasurer—Dr. David Day 

Censors—Drs. W. H. Morton, F. R. Smith, J. H. Stewart, A. E. John- 
son, and A. E. Ames. 

Two subsequent meetings were held, the last being at St. Anthony in 1857. After 
that period the Society was allowed to languish. 
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In the account of the old Society to be found in this sketch for the year 1853, 
it is shown that whoever gave this information to the paper had a bad memory, 
as the Society was organized in 1853, reorganized in January, 1856, and that the 
names of the officers here given are those of 1857. 

The history of our Minnesota State Medical Association, as it is now called, is 
not within the province of this paper, but it might be pertinent to attempt to 
surmise what the “business of importance” was which caused the call for the 
meeting. It is evident that the time was thought auspicious for securing the 
passage of a medical practice act by the legislature. This movement was suc- 
cessful, for on March 4 the legislature passed a law of six sections regulating 
the practice of medicine. We give here in abbreviated form Section I (see 
Samuel Willey in Medical Record, Vol. IV, p. 86, Apr. 15, 1869) : 


“That it shall be unlawful for any person, within the limits of said State, who has not 
attended at least two full courses of instruction and graduated at some school of medicine 
within the United States, or of some foreign country, or who cannot produce a certificate 
of qualification from some state, district or county Medical Society . . . to practice medi- 
cine in any of its departments . . . within the said State of Minnesota.” 


It was hoped that this law would bar advertising quacks and irregular prac- 
titioners from the state. The promulgators of the law were disappointed. In the 
first place there was no adequate means of determining whether a diploma pre- 
sented was forged or stolen, and furthermore, the country was overrun with ob- 
scure and inadequate medical schools and diploma mills. Lastly, and still more 
aggravating, was the fact, discovered after the law was passed, that the articles 
of incorporation of the Minnesota State Homeopathic Institute formed in 1867 
gave that society the same right as a medical school of conferring the degree 
of Doctor of Medicine. While the gentlemen of this latter society were to be 
commended for their acuteness in securing this power, they were not acute 
enough to restrict the issuing of their diplomas to their own kind. Every quack 
who signified his belief or preference for homeopathic practice was welcomed 
with open arms, and they felt that their school of medicine was making great 
progress. The result was that the same men who worked to influence the legis- 
lature to pass this act worked just as hard to have it repealed at the next legis- 
lative session. This was done and Minnesota had to wait till 1883 before another 
Medical Practice Act was put on the statute books. 

The meeting of the State Medical Society was held as stated at the Inter- 
national Hotel, which was on the corner of Seventh and Jackson Streets. The 
members retired on the third (no doubt well satisfied and tired out), but not to 
rest, for at five o’clock on the morning of the fourth the hotel burned. Drs. 
Hagan and Flagg, who were residents of the hotel, managed to save some of 
their belongings, and a dozen or more of the out-of-town physicians escaped 
with small or no losses and uninjured. 

The state Medical Society was not the only medical society to organize this 
year, for the press published on May 20, “A call for a mass convention of Eclec- 
tic Physicians in Minnesota,” as follows: 


“We, the undersigned, deeming it important to Eclectic Physicians of Minnesota and for 
the better procution (sic) of our principles, and the advancement of Medical Science, would 
request all physicians who hold to the Eclectic Practice of Medicine to meet with us at 
the City of Owatonna, Wednesday, the 26th of May, for the purpose of organizing a State 
Eclectic Medical Society. 

E. M. MoreEHouse E. P. Kermotr 
N. S. CuLver Tuos. More 
L. F. Case F. Lee.” 


(To be continued in May issue) 








President’s Letter 


UR Public Relations constitute a problem of great difficulty at the present time. The 

medical profession is more or less on the “spot”; the same thing happens at different 
epochs to any professional, business or labor group. At such times, propaganda comes into 
play. 


Propaganda is justifiable, of course. As doctors, as citizens, it is not only our right but 
our duty to present our beliefs and we cannot deny to those who do not agree with us the 
same rights and privileges. The difficulty is that the medical profession has had no train- 
ing in propaganda. Essentially we are practicing physicians, teachers, research workers or 
administrators, and propaganda is a separate specialty just as surely as any other activity 
in life. 


Because of our inexperience and lack of training, we may at times show at a disadvantage 
in any conflict of opinion that comes to the attention of the public, whether over the radio, 
in the newspaper, in public meetings, and even in individual conversations with lay people. 
Still our viewpoints must be presented. 


As stated before, propaganda in the right sense is an honorable and just procedure. Our 
best propaganda keeps continually before the public the fact that our primary interest is 
in the public health, that our primary work is the practice of medicine, and that our wel- 
fare is identical with the welfare of the people. 


The County Officers’ meeting recently held in Saint Paul was of unusual interest and 
merit in this connection. Representatives from the press, the radio, the Department of 
Public Speaking at the University were there, also representatives of other interests with 
whom we are constantly in contact. They gave their lay viewpoints; viewpoints which we 
must understand if we are going to make progress in presenting our own views. At 
times we do not agree with what such persons tell us, but we should get their viewpoints 
and it might be of great value to any county society to arrange programs of this kind. 


The State Office is pleased over the commendatory remarks we are receiving on the 
program of the month. Doctors who have never before written to the State Office have 
requested material. 


Our State Medical Association meeting will be held May 31, June 1 and 2. The first two 
days will be strictly scientific. We believe that the exhibits and demonstrations will be un- 
usually good, as well as the program for these two days. 


A Public Health Exposition will be held in conjunction with the meeting. Our associates 
in health, including the dentists, the pharmacists, hospitals, hospital administrators, nurses, 
the Minnesota Public Health Association, The Women’s Field Army against Cancer, the 
State Board of Health, the State Board of Control and others will be represented. This 
Exposition is undoubtedly in line with our best type of public contact. 


The program for the third day will deal still further with our public contacts. It will 
take the form of a conference on medical problems in which well-known lay and medical 
authorities from the United States and Canada will participate. 


GeorceE Eart, M.D., President 
Minnesota State Medical Association 
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SULFAPYRIDINE 


M°?*? clinical investigators are of the opin- 
ion that sulfanilamide alone is of doubtful 
value in the treatment of patients with pneumo- 
coccus pneumonia. Therefore, much interest 
accompanied the announcement of Whitby in 
1938 that a chemical compound closely related 
to sulfanilamide had proved effective against va- 
rious strains of pneumococci. This new com- 
pound differed from sulfanilamide in that one 
hydrogen atom of the SO,NH, radical was re- 
placed by a basic pyridine group. Known in 
England as M & B 693, this product has been 
recently placed on the market in this country as 
sulfapyridine. 
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The new Federal Food and Drug Law prohib- 
its the sale of any new drug until it has been 
adequately investigated clinically and experi- 
mentally. In this manner, sulfapyridine has been 
used at the University of Minnesota Hospital 
during the past six months. The drug was sup- 
plied by Merck and Company in the form of un- 
coated 0.5 gram tablets. Patients treated with 
sulfapyridine at the University Hospital includ- 
ed the following general groups: those with 
pneumococcus pneumonia, staphylococcus sepsis, 
and subacute bacterial endocarditis. Nearly 
fifty patients have been given the drug. For the 
purpose of the present discussion, the following 
observations have been made: the effect of sul- 
fapyridine on the clinical course of pneumococ- 
cus pneumonia; in a few instances, its effect 
when combined with type specific antipneumo- 
coccus serum; the rate and degree of absorption 
of the drug from the gastro-intestinal tract; the 
determination of blood levels, including both the 
free and conjugated forms, and the relationship 
of these levels to the dose; and the toxic mani- 
festations. 

It should be emphasized that, at the present 
writing, type specific antipneumococcus horse 
and rabbit serums are the treatment of choice 
for pneumococcus pneumonia. This is particu- 
larly true for those cases with a lobar distribu- 
tion, and those with a bacteremia. Serum is most 
effective when given in adequate doses and early 
in the course of the disease. There is some ques- 
tion as to whether sulfapyridine should be com- 
bined with serum therapy. In a small number of 
cases, specific rabbit serum and sulfapyridine 
have been administered to adults with a Type III 
pneumococcus pneumonia, and a_ bacteremia. 
The results have been disappointing, due, in part, 
to the advanced ages of the patients. On the 
other hand, Finland working at the Boston City 
Hospital has recently stated, “The action of sul- 
fapyridine and its effect on the course of Type 
III pneumococcus pneumonia is being assessed. 
While it is yet too soon to draw final conclusions, 
the findings suggest that the combination of spe- 
cific antipneumococcus rabbit serum and sulfapy- 
ridine exerts an optimum effect, both in vitro and 
in the patient.” 
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It would appear from the observations at the 
University Hospital and elsewhere, that sulfapy- 
ridine is definitely useful in certain groups of pa- 
tients with pneumococcus pneumonia. The first 
group includes young adults with minimal lung 
involvement caused by one of the higher pneu- 
mococcus types, and with negative blood cul- 
tures. They appear to do well following sulfa- 
pyridine therapy. 

Likewise, there is evidence that the drug is of 
value in children over the age of two. The mor- 
tality rate of pneumococcus pneumonia in chil- 
dren of this age group is generally considered to 
be low, and there are indications that sulfapyri- 
dine therapy will be adequate for those cases 
without a bacteremia, and a limited involvement 
of one lobe. The drug has been administered to 
post-partum and post-operative patients who 
have had an atelectasis limited to a small area of 
one lobe and who have also had the signs and 
symptoms of a beginning pneumonia with small 
numbers of pneumococci of one of the higher 
types in the sputum. The blood cultures have 
been sterile. Under these circumstances, sulfapy- 
ridine has been given, and coincident with its 
administration the patients have improved. Oc- 
casionally, a patient is encountered having the 
classical signs and symptoms of lobar pneumo- 
nia, but the biological agent causing the disease 
cannot be isolated. Sometimes in these cases, 
sputum adequate for typing purposes cannot be 
obtained. Under these and similar conditions, 
one may be justified in administering sulfapyri- 
dine. It should be stated that in several instances 
when the drug was given to patients ill with 
pneumonia, it had to be discontinued because of 
toxic manifestations as described below. One of 
the outstanding features of serum treated pa- 
tients is that when the temperature approaches 
normal they feel considerably improved. This 
is not so obvious in the sulfapyridine treated pa- 
tient. The temperature may be normal, but the 
patient does not appear or feel well. 

During the present winter, many cases of atyp- 
ical pneumonia have been encountered, and, 
largely because bacteriological studies have not 
yielded a causative organism, the disease has 
been assumed to be due to a filtrable virus. Sul- 
fapyridine has been given to these patients with 
no apparent benefit. Other cases with a consoli- 
dation of the lung due to a hemolytic streptococ- 
cus have responded well to sulfanilamide. 


260 


EDITORIAL 








There is no definite rule concerning the dos- 
age. It should be remembered that sulfapyridine 
is highly insoluble, and for that reason no prep- 
aration is available for parenteral injection. 
Whitby has recommended doses in adults of 5 
grams within 12 hours, in lots of 2 grams, 2 
grams, and 1 gram four-hourly, and then 1 gram 


every 4 hours, night and day. With this dose, a 


blood level of 8 to 10 mgs. of the free form may 
be maintained in most patients. Ten grains of 
sodium bicarbonate are given with each dose, and 
whether this is necessary, only further observa- 
tions will tell. Approximately one-half the adult 
dose is prescribed for children between the ages 
of 2 and 12 years, and about one-third the adult 
dose for infants. Like sulfanilamide, children 
tolerate sulfapyridine better than adults. The 
foregoing doses may be continued for several 
days while the patient is febrile, and then after 
the temperature is normal the drug may be con- 
tinued for two or three more days. If the pa- 
tient is unable to swallow voluntarily, the drug 
may be administered through a stomach tube by 
grinding up the tablets and suspending them in 
water. 

It has been found that sulfapyridine is ab- 
sorbed more irregularly than sulfanilamide, so 
that it is difficult to maintain constant elevated 
levels in the blood. Furthermore, in the aver- 
age patient approximately fifty per cent of the 
drug present in the blood stream is in the conju- 
gated form. Because of the irregularity in ab- 
sorption and the large amount that is conjugated 
(sometimes up to eighty per cent), it is neces- 
sary to carry out frequent determinations of the 
blood level for the free form. This is done by 
the same method as for sulfanilamide, except 
that sulfapyridine standards are used. The lev- 
els of the drug in pleural exudates and spinal 
fluids is approximately one-half to two-thirds of 
that found in the blood. The drug is eliminated 
from the body within 24 to 48 hours. 

The toxic manifestations of sulfapyridine have 
not been as thoroughly studied as those of sul- 
fanilamide. The outstandirig toxic symptoms are 
nausea and vomiting, and such symptoms occur 
much more frequently than during sulfanilamide 
therapy. This vomiting may be a serious com- 
plication in a patient quite ill with pneumonia. 
In some individuals, the vomiting may follow 
the initial doses, but the patient may tolerate sub- 
sequent doses. Other frequent symptoms due to 
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the drug are headache, anorexia, weakness, and 
a depressed feeling. Mental confusion has been 
observed. Although cyanosis, as a result of sul- 
fapyridine therapy, had been reported by some 
investigators, the writer has not observed this 
phenomenon in any patient treated with the 
drug. Acute hemolytic anemia, leukopenia, and 
agranulocytosis have been reported as complica- 
tions. Drug fever and dermatitis may occur. It 
is of interest that Whitby has stated sulfapyri- 
dine is less toxic for mice than sulfanilamide, 
whereas Marshall and his associates at Johns 
Hopkins University have found sulfapyridine 
more toxic for mice. 

It would appear, for the present time at least, 
that it is more difficult to administer sulfapyri- 
dine to a patient than sulfanilamide because of 
the troublesome vomiting and its irregularity of 
absorption, and because its insolubility precludes 
its use parenterally. Although sulfapyridine is 
effective against the gonococcus, meningococcus, 
and hemolytic streptococcus, sulfanilamide is 
equally as effective, and may be administered 
with less difficulty. For the time being, sulfa- 
pyridine should be used only in those diseases 
where it has been found to be more effective than 
sulfanilamide. This includes pneumococcus in- 
fections and possibly staphylococcal sepsis. 





PROGRESS IN THE CONTROL OF CANCER 


HE unknown horizons of cancer are being 

pushed back farther and farther through the 
three closely related activities of clinical diag- 
nosis and treatment, research, and education. 
Each of these is making significant contributions 
to a wider understanding of the problems of ma- 
lignancy. One of the most interesting aspects 
of the entire cancer problem is that practically 
every bit of additional information about the 
disease adds to the hopefulness of its eventual 
control as a major cause of death. 

Realization by the medical profession that the 
diagnosis and treatment of cancer is no longer a 
one man problem is offering much additional 
hope to the cancer patient. The value of organ- 
ized tumor clinics in general hospitals, nearly 
three hundred of which are now functioning, is 
bringing a better appreciation of the complexities 
of this problem in modern medical practice. 
These clinics offer help to the family physician 
who is often denied access to necessary diag- 
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nostic and therapeutic facilities; while to the 
cancer patient it gives the benefits of group con- 
sultations with those having the widest expe- 
rience with malignant disease. 

An additional advantage of the tumor clinic is 
its usefulness as a center for graduate study for 
all physicians within its sphere of influence. This 
is possible largely because of the increased num- 
ber of cancer patients seen in comparison with 
the relatively small number of such patients seen 
in the average general hospital. The value of 
comparative methods of treatment can be es- 
tablished much sooner where large numbers of 
patients are seen. All in all, the tumor clinic 
offers the maximum of good service to the cancer 
patient and excellent opportunities for education 
of the physician. 

In the field of research, some of the most 
significant contributions to our knowledge about 
cancer are being made in the sciences of biology, 
chemistry, physics, and genetics. The réle of 
certain chemicals—now numbering approximate- 
ly fifty with more being added at frequent in- 
tervals—in the etiology of cancer is now fully 
appreciated. The knowledge that cancer is pri- 
marily a biological problem concerned with the 
vital function of cell growth is stimulating re- 
search workers to focus attention on the cell to 
identify those forces responsible for malignant 
changes in the cell. 

Cancer research today is concerned more and 
more with the chemical nature of cell activity 
and inquiry is being actively pushed in the field 
of biochemical investigations. Wide researches 
are under way to find those chemicals with the 
most potent influence on normal and abnormal 
cell activity. 

The physicist is extending knowledge of irra- 
diation therapy, with the result that increasing 
use is being made of this therapeutic agent in 
the treatment of malignancy both for curative 
and palliative purposes. 


Studies in genetics have been confined largely 
to work with laboratory animals. The further 
this work progresses the more evident it becomes 
that vastly improved records of human cancer 
are essential if we are to know more accurately 
the influence of heredity on cancer development 
in the human race. Because the great majority 
of marriages bring about a dilution of the prob- 
ability of transmitting cancer to offspring through 
susceptible parents, most geneticists are unwill- 
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ing to go beyond recognition of the possible trans- 
mission of susceptibility to cancer in succeeding 
generations. Even though cancer may be proved 
to be conditioned by heredity, the rapidly ex- 
panding appreciation of the value of early diag- 
nosis and prompt treatment will continue to of- 
fer much hope to the cancer patient and will 
more than offset such handicaps as heredity may 
impose. 

The greatest advance in cancer education of 
the public has been the organization of the Wom- 
en’s Field Army of the American Society for 
the Control of Cancer. This organization now 
extends to forty-six states, of which our own 
was among the first to be included. Its objec- 
tives are to bring to the general public the known 
and accepted facts about cancer and methods 
for its control. The presentation of these facts 
by the medical profession to hundreds of audi- 
ences has caused thousands of persons for the 
first time to seek examinations to determine their 
freedom from this disease. It has caused thou- 
sands of others to replace their unreasoning fear 
of the disease with an intelligent caution toward 
this question. 


The value of this educational program cannot 


be fully measured, but the medical profession is 
in a position to know better than any one else 
the results of this program as their patients come 
in increasing numbers with questions about this 
disease. Success of this educational work rests 
in large measure on full codperation by the med- 
ical profession. As the objectives of periodic 
examination and recognition of the early signs of 
cancer become better understood, a fuller co- 
operation on the part of the physician will be ex- 
pected. 

The outlook for controlling the increased num- 
ber of deaths from cancer in this state is be- 
coming brighter. That fortunate time will be 
hastened in proportion to the codperation that 
is developed between the patient and his physi- 
cian. Education will reduce the waiting period 
by the patient in seeking professional advice and 
service. The physician will make his contribu- 
tion by not delaying in diagnosis and treatment 
once the condition is brought to his attention. 

FRANK Rector, M.D. 


Field Representative of the Amer- 
ican Society for the Control of 
Cancer. 


TUBERCULOSIS CAMPAIGN 


| cg year an intensive nationwide campaign 

for the early recognition of tuberculosis is 
carried on, not only among the laity but with the 
medical profession. In spite of the marked re- 
duction in mortality from tuberculosis in recent 
years, the fact that about two hundred deaths 
from the disease occur daily indicates the need 
for continued endeavor on the part of the public 
and physicians to detect the infection in its early 
and curable stage. 

Early symptoms of fatigue, loss of weight, 
slight elevation of temperature, and cough, de- 
mand the tuberculin test and use of the x-ray if 
early infection is to be diagnosed. Cough in a 
young girl may easily be attributed to cigarette 
smoking and in individuals over sixty to chronic 
bronchitis or emphysema. These elderly individ- 
uals with active tuberculosis are a real source of 
danger to their young grandchildren. It is also 
well to remember that the mortality and presence 
of infection in-the colored race is three times 
that in white people. 

In Minnesota, the tuberculosis campaign is di- 
rected by the Minnesota Public Health Associa- 
tion and free literature is available to all physi- 
cians on request. 





THE WAGNER BILL 


— Wagner bill, embodying the proposals of 
the Interdepartmental Committee appointed 
by the President of the United States, was sub- 
mitted to Congress, February 28, 1939. If 
passed, it will involve the expenditure of mil- 
lions of the taxpayers’ money beginning with 
eighty million the first year and in ten years’ 
time amounting to 850 millions a year, half of 
this to be in the nature of a federal subsidy to 
be matched by the states. This expenditure is 
proposed according to the provisions of the bill 
for expanding state programs for (1) child and 
maternal care; (2) general public health services 
and investigations; (3) construction of needed 
hospitals and health centers; (4) general pro- 
grams of medical care; (5) insurance against loss 
of wages during periods of temporary disability. 

It is generally agreed that government activity 
in health matters is necessary in the prevention 
of epidemics and in matters affecting the health 
of its citizens in the general sphere of prevention. 
It is also generally agreed that there is need for 
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financial assistance from the states in the care 
of the tuberculous and insane and those afflicted 
with venereal disease where care of the sick is 
closely bound up with prevention of disease. The 
governmental units have, generally speaking, not 
invaded the field of curative medicine, except 
in the care of the indigent. One outstanding ex- 
ception has been the opening of Veterans’ hos- 
pitals to former veterans for the treatment of 
conditions in no way related to government serv- 
ice which was a gross trespass in the field of pri- 
vate practice. 

Now, the federal government proposes in the 
Wagner bill to expand certain public health ac- 
tivities to which the medical profession, through 
its national organization, has agreed. But, in 
addition, the bill proposes the construction of 
hospitals and medical centers which are not ex- 
tensions of present government activities, but 
will: constitute competition with present private 
hospitals, which have in general had great diffi- 
culties in recent years to keep going. If the fed- 
eral government provides funds for the construc- 
tion and maintenance of hospitals, their place- 
ment and management will be subject to political 
control. We have but to review the history of 
postoffice construction and management to vis- 
ualize what can happen in the case of hospitals. 

Doubtless, some localities suffer from insuf- 
ficient medical care. Is this, however, not a local 
city, county or state problem, rather than a fed- 
eral one? 

Most serious-minded citizens believe that the 
balancing of federal and state budgets is of pres- 
ent vital importance. If budgets are to be bal- 
anced, not only will present federal appropria- 
tions have to be scaled down to the tune of 
some four billions of dollars a year, but the 
government will have to resist the temptation 
to launch new and expensive innovations such 
as those involved in the Wagner bill. 


The proposals of the Wagner bill are those 
made not by Congress, but by the President’s 
Interdepartmental Committee at the so-called 
conference held last July in Washington. The 
members of the medical profession had scant 
recognition; business men who will have to 
largely foot the bill had no representation. The 
proposals make some emotional plea to the pub- 
lic. Who can vote against a measure providing 
for more medical care for mothers and children 
and face their home constituents ? 
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Perhaps the optimistic can see some hopeful 
signs of retrenchment on the part of Congress in 
this vital matter of federal expenditures. The 
fate of the Wagner bill will afford some indica- 
tion of the trend. It is not generally appreciated 
that our representatives in Congress are largely 
influenced by their constituents at home. Each 
voter has a duty and privilege which he should 
exercise now by writing his senators and repre- 
sentatives in Washington, and by inducing his 
friends to do the same, expressing his opinion 
that the Wagner ‘bill should be carefully con- 
sidered and greatly pruned before it is allowed 
to pass. Do it now! 





“Lord Nuffield, manufacturer of Morris cars, and 
far-seeing student of the relation of theory to prac- 
tical purpose, recently offered Oxford a million-and-a- 
quarter pounds for medical research. When the vice- 
chancellor formally accepted the gift, Nuffield ventured 
to increase it without warning to two million pounds. 
In donating this enormous sum, he emphasized the im- 
portance of providing permanently for scientific ad- 
vance and direct application of these advances to med- 
ical practice. 


“I have the story from a friend of Nuffield’s that 
one of the things that led him to want to contribute to 
the work of the medical profession was an early meet- 
ing with that great Canadian, Sir William Osler, who 
was then Regius Professor of Medicine at Oxford. Sir 
William had brought his automobile into the Morris 
garage for repairs of an urgent nature. He hardly 
guessed that in the person of the alert young owner of 
the garage he was talking with the man who would do 
more than anyone else to further the ambitions which 
he had for medicine at Oxford. No doubt it was the 
cordial personal interest and humour for which the older 
man was famous that led the then Mr. Morris to see 
to it that the car was ready the following morning 
after a night of labour, and to remember a friendship 
thus begun. 


“It is doubly curious that this great English bene- 
factor should recall this small Oslerian incident in 
connection with his benefaction, for it has been record- 
ed that the late John D. Rockefeller, Senior, who gave 
so generously to medicine throughout the world, con- 
ceived the idea of organized endowment of medical 
research after Osler’s textbook of medicine had been 
called to his attention, with its searching tabulation 
of what was known and what was unknown in the 
treatment of disease. 


“Hard on the heels of his own gift to medicine 
Nuffield set aside another million pounds to create a 
new college at Oxford to be devoted to political 
science.” 


—Penfield, Wilder: Medicine and other things. 
The McGill News, 20:16, 1939. 
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MEDICINE IN MINNESOTA 


A” interesting picture of the status of medi- 
cine and the public health in Minnesota was 
drawn by committee chairmen and representa- 
tives of agencies concerned in the delivery of 
medical services at the breakfast session. 

Brief statements are quoted below from the 
500-word reports of these officials. 

Dr. S. E. GiItKeEy, medical director, State Re- 
lief Administration: Medical care for relief cli- 
ents in Minnesota is becoming standardized to a 
degree that is proving beneficial to the client, 
without prejudice to the taxpayer or the health 
professions. 


Clarification Needed 


Mr. B. E. YounGDAHL, director of the Divi- 
sion of Public Assistance, State Board of Con- 
trol: Considerable clarification is still necessary 
in our relief legislation if we are to achieve an 
orderly procedure in the provision of medical 
care for the needy. There is confusion due to the 
categorical system of relief and aid giving, due 
to the large number of government units in- 
volved, due also to two types of relief giving— 
the township and the county systems—and to 
the maximums set in the public assistance act. 

Whatever proposals may be made to the legis- 
lature to clarify this situation, it is my belief 
that the free-choice-of-physician-principle should 
be maintained. The patience and codperation of 
the medical profession has aided materially in 
the handling of medical care for the needy. 


Compensation Costs Are Low 


Mr. G. L. Sroite, deputy administrator of 
WPA in Minnesota: In the event of an emer- 
gency outside of work, WPA workers must de- 
pend upon supplemental aid from respective 
County Welfare Boards. In the event of injury 
in work status, necessary medical and hospitali- 
zation and compensation for extended loss of 
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time from work is provided. Our record in com- 
pensation costs in relation to payroll expendi- 
tures is very low compared with the expectancy 
rating which would be set up in private activity. 
We have been averaging 50 cents for every $100 
payroll and regular insurance rates for similar 
coverage through private channels would vary 
from $4 to $10, depending on the type of work 
covered. Medical and hospital expenditures to 
date have approximated $325,000, and, at our 
present rate of employment, averages about 
$9,000 per month. In other words, 60 cents in 
every compensation dollar goes for medical and 
hospital care. Care for WPA injuries is distrib- 
uted as equally as possible among eligible hospi- 
tals and doctors. 


Services for Crippled Children 


Dr. H. E. HiLvesoer, Director of Services for 
Crippled Children, State Board of Control: The 
program of the Division of Services for Crippled 
children carried out under medical direction, 
without political or governmental interference, 
gives real evidence of what can be accomplished 
by the medical profession in the field of public 
health and welfare for the permanent benefit of 
youthful citizens in need of care. The state reg- 
ister comprising orthopedically crippled children 
under 21 years of age in Minnesota included 
9,094 cases on January 1, 1939. On July 1, 1937, 
there were only 6,039 cases on the register. A 
large number of new cases are reported by gen- 
eral practitioners through the field nursing and 
clinic service. 


Fourteen itinerant field clinics are held each 
year throughout the state. This is one of the 
most effective means of finding crippled children 
early, of determining the need for care, follow- 
ing up treated cases locally and of public health 
education. Twenty-three per cent of the 1,264 
examinations made in the clinics were new to 
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the register, and predominantly in the younger 
age groups. The nursing and field service have 
been doing invaluable work in finding cases, in 
education and follow-up, in meeting the nursing 
and social needs which augment medical care 
given. When no beds are available in public hos- 
pitals, the youngsters have been hospitalized in 
private hospitals under the care of qualified or- 
thopedic surgeons within the limits of funds 
available. 

Since the start of the program in 1936 there 
have been 531 hospitalizations of 364 crippled 
children in private hospitals at the expense of 
the Division. During the biennium ending June 
30, 1938, $31,188.43 was paid to orthopedic sur- 
geons and consultants as fees for care of crip- 
pled children. This is over 19 per cent of the to- 
tal budget of the division for the biennial period. 
Refresher courses have been held in county med- 
ical societies and in codperation with the State 
Board of Health, the division has given a con- 
tinuation study course for all public health 
nurses through the state involving 32 lectures at 
six centers. 


Problem of Pre-Maturity 


Dr. E. C. Hart ey, director of the Division of 
Maternal and Child Hygiene, State Department 
of Health: It is worthy of note that while the 
infant mortality rate has shown a steady decline, 
most of this decline has taken place in the period 
following the first month of life, that is, from the 
second to the twelfth month. In the actual new- 
born period there has been far less change, and 
for the first day of life there has been no change 
at all. The medical profession and the State 
Health Department are concerned about this lack 
of improvement. Among the chief causes for 
these early deaths are found to be prematurity, 
birth injuries and congenital malformation. In 
other words, a great bulk of them may be effect- 
ed favorably in two ways: first, by continually 
raising the standards of maternal care, and, sec- 
ond, by improvements in the care of premature 
infants. 


New Program 


Recently the State Department of Health in 
cooperation with the State Medical Association 
and with the State Hospital Association have 
planned a project aimed directly at improvement 
in the care of premature infants in Minnesota. 
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The money for this purpose is part of the Social 
Security fund received by the State Board of 
Health from the Children’s Bureau in Washing- 
ton. The plan involves the training of a special 
pediatric nurse in the modern methods of pre- 
mature care. This nurse has been selected and 
will receive her training under Dr. Julius Hess 
of Chicago, who has carried on a considerable 
amount of work among premature infants and 
has devised a system of nursing care for these 
infants which has been eminently successful in 
reducing the premature death rate in the City 
of Chicago. When this nurse has completed her 
special training, she will return to Minnesota 
and embark at once upon an itinerary, planned 
for her by the codperating agencies, which will 
include most of the Hospitals in the State. 


Minnesota has always ranked with the leading 
two or three states in its infant and maternal 
mortality rates. Since so large a percentage of 
even the extremely low rate which now exists is 
due to prematurity, the agencies involved are 
extremely hopeful that the successful operation 
of this project will markedly reduce the present 
infant mortality rate in Minnesota. 


Keeping Abreast in Medicine 


Dr. W. A. O’BrIEN, medical director Center 
for Continuation Study, University of Minne- 
sota: Since January, 1937, the Center for Con- 
tinuation Study at the University of Minnesota 


- has conducted 23 courses in post-graduate med- 


ical education and six courses in post-graduate 
hospital education. In the medical field, the av- 
erage enrollment has been 26 for each course 
and the average faculty appointments have been 
24. In the hospital fields, average enrollment 
has been 66; average faculty appointments 26. 
To date, there have been more than 1,000 en- 
rollments in the above courses. This is approx- 
imately 25 per cent of the total enrollment for 
all courses offered at the Center. The main 
fields are medicine and hospitals, education, so- 
cial welfare, and professionalized community 
service. There have been courses in practically 
every field, including welding for engineers, vis- 
ual education for teachers, pharmacy for phar- 
macists, and so forth. 


Approximately half of the physicians who at- 
tend courses at the Center are from Minnesota. 
The others are from Wisconsin, North Dakota, 
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South Dakota, Montana, Wyoming, Nebraska, 
Iowa, Manitoba, Saskatchewan, Illinois, Florida, 
California, and other states. Approximately half 
of the physicians have graduated from the Uni- 
versity of Minnesota. The median age is 42. In 
the hospital field, more states are represented. 
In the course for Hospital Administrators, 91 
administrators represented 73 institutions in 52 
cities, having a total bed capacity of 10,356 and 
994 bassinets. The 87 medical record librarians 
came from 47 cities in 16 states and represented 
71 hospitals with 14,250 beds and 1,684 bassinets. 

The average medical course is six days in 
length; hospital courses are either three or six 
days. All the courses deal with specialized sub- 
jects. In medicine, there are 42 possible special- 
ized courses and there are 38 in the hospital 
field. It is felt that more information can be 
obtained by developing a fairly narrow field than 
by trying to cover too much ground. Much more 
can be accomplished by helping the hospitals as 
well as the physicians. In this way, new tech- 
nics can be more quickly put into effect. 


Advantage Obvious 


The University of Minnesota now has under- 
graduate, graduate, and post-graduate depart- 
ments. In the Medical School proper there are 
589 students; Nursing Education—390; Post- 
graduate Nursing Education—26; Medical Tech- 
nology—240 ; Public Health—140 ; Dietetics—12 ; 
Medical Social Service—12; and pharmacy stu- 
dents in the hospital — 40. In the Graduate 
School, main campus and Mayo Foundation, 
there are 530 registered in Medical Sciences. The 
advantage of going to the University for short 
intensive post-graduate courses is obvious. The 
physician is able to accomplish a great deal in a 
short time because he is given a special program 
in a place reserved just for him. When more 
physicians in Minnesota take advantage of the 
opportunities which are now provided, there will 
be less criticism of the profession for failing to 
keep abreast of the new advances in medicine. 


Industrial Hygiene 


Dr. R. N. Barr, State Department of Health: 
A bill for an act to “provide for the investiga- 
tion and control of poisoning and disease con- 
tracted as a result of the nature of employment 
and for reporting of such cases of poisoning and 
disease” has been introduced into the legislature 
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under sponsorship of the State Department of 
Health and referred to the Public Health and 
Hospital Committee. It should be noted that 
the bill not only provides for the reporting of oc- 
cupational diseases but also provides that the 
department shall make investigations and recom- 
mendations for the elimination and prevention of 


occupational diseases. Most important of all, it . 


provides that information secured through in- 
vestigations made in accordance with the pro- 
visions of this bill shall not be admissible as 
evidence in any action of law to recover dam- 
ages for injury or in actions under the Work- 
men’s Compensation Act. This would mean, sim- 
ply, that the work of the Department would not 
be involved in civil suits. It would not in any way 
limit the authority of the Industrial Commission 
or any other state agency in enforcing rules and 
regulations necessary to protect the health of 
employees. If the bill is passed, it will become 
possible for the State Board of Health to give 
organizations and industries a technical service 
which they are unable to secure at the present 
time, because they have neither trained person- 
nel nor laboratory equipment with which to carry 
out such work. 


Anticipating the possibilities of this work, the 
State Board of Health has included in its bud- 
get request for the biennium 1939-41 an appro- 
priation of $12,000 per annum to provide for 
personnel and laboratory expense. 


Monthly Program 


Dr. J. B. Carey, Minneapolis, chairman of the 
Committee on Hospitals and Medical Education: 
The Codrdinated Medical and Public Health 
Program of 1939 of the Minnesota State Medical 
Association introduces no new activities into our 
state medical association program. It provides, 
merely, that all of our public health education 
work be so organized that all of us are thinking 
and talking about the same things at the same 
time. A subject of timely interest has been 
selected for each month and, during that month, 
our newspaper, radio, and speakers’ bureau serv- 
ice is all directed toward education on various 
phases of that subject. In addition, a packet of 
new material designed to aid the doctor in talk- 
ing privately or publicly on the subject is sent 
by the State Office on request to any member of 
the association. 
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Packet Popular 


The program seems to be popular with our 
members as well as with the public. More than 
723 requests have been received at the State 
Office for the packet. A large number of talks 
have been booked and many other agencies such 
as the Federation of Women’s Clubs, the Con- 
gress of Parents and Teachers and others, have 
welcomed it and incorporated it into their own 
health programs. Our thanks are due to the 
State Department of Health for the splendid co- 
operation of every division in supplying material 
and advice for monthly packets. 





THE DOCTOR TAKES THE AIR 


County officers listened with great interest to 
the symposium on forming public opinion which 
was one of the highlights of the 1939 County 
Officers’ Conference at the St. Paul Hotel, Sat- 
urday, February 25. 

New radio stations are opening up all over 
the state and most of them are willing and 
anxious to arrange for medical broadcasts. Re- 
quests for public talks on health and on medical 
problems are also frequent and insistent in many 
parts of the state. Every physician knows he 
will be called upon, sooner or later, to make a 
speech and he is wise to prepare himself. 


For Platform Talks 


The following hints for the platform speaker 
were given in an excellent talk by Dr. Howard 
Gilkinson, University of Minnesota Speech De- 
partment. 

1. Plan for clearness. Talk about one thing 
at a time and make clear transitions from one 
topic to another. 

2. If possible, use visual aids. Visual aids 
and oral discussion are more effective together 
than either one alone. The order should be, first, 
introductory remarks; second, picture or slide ; 
third, discussion. 


Vary Your Voice 
3. Never be a vocal dead pan. Vary your 
pitch and the quality and intensity of your voice. 
4. For emphasis, pause before and after an 
important statement. If necessary, repeat it 
once or twice. Four or five repetitions, however, 
are outlawed. Remember that statements made 
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at the beginning of a speech are best remem- 
bered. The next best position is the end of the 
speech. 


5. Draw upon some or all of the following 
sources of belief: One, a logical train of thought 
which draws the audience with you to a logical 
conclusion ; two, if possible, identify your state- 
ments with established, axiomatic principles; 
three, draw heavily upon personal experience; 
four, if possible, cite persons of expert knowl- 
edge on the matter in hand; five, draw upon pub- 
lic opinion itself, since the opinion of a group 
brings considerable authority; six, draw upon 
the audience’s desire for satisfaction and advan- 
tage. 


At the “Mike” 


For the potential radio speaker and radio 
program, Mr. Max Karl, education director of 
WCCO, gave the following suggestions: 


1. Physicians who plan radio campaigns 
should stick to talks and avoid the extravaganza 
type of program. 

2. There is obvious limitation of time so far 
as the broadcaster is concerned. The schedule 
is divided into 15-minute periods, and the hours 
between six and ten in the evening are sold. 
Ask for 15 minutes time and be prepared to 
fill it. 

3. Try out your voice first to see if it will 
broadcast well. If not, find someone else to make 
your talk whose voice is better. Let the broad- 
caster, who knows what carries best over the 
air, decide whether or not your voice is good— 
don’t believe the comments of friends. Some 
people sound alive on the air and most people 
don’t. In many cases, however, the broadcaster 
may be able to help you project your personality 
on the microphone. 


Talk to Two or Three 


4. Your audience is vaster than you could 
ever hope to have in a public hall; nevertheless, 
you must address yourself to two or three peo- 
ple as if you were having an intimate living 
room conversation. 

5. Dr. W. A. O’Brien’s formula for a radio 
talk is good. He answers the following ques- 
tions: first, what is it or what is the cause? 
Second, how does it affect you? Third, what 
do you do about it? 
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A sheet of excellent suggestions on the prepa- 
ration of radio talks was passed to the county 
officers by Mr. Karl and a copy is available upon 
request at the State Office. 





“WE MUST TELL THE AMERICAN PEOPLE”— 


Dr. Leland 


Dr. R. G. Leland, director of the American 
Medical Association’s Bureau of Medical Eco- 
nomics, was a guest speaker at the conference. 
As an official representative of the American 
Medical Association and as an acknowledged au- 
thority on all questions relating to the distribu- 
tion of medical care in the United States, Dr. 
Leland’s remarks are important. They are re- 
produced in part here: 

The new national health program and its spon- 
sors have implied that delivery of medical care 
is helter-skelter in the United States, that the 
American Medical Association has had no health 
program, that its members have not looked after 
the health of the people. Members of the Amer- 
ican Medical Association have been held up to 
ridicule and much has been done to shake the 
confidence of the people in their physicians. 


Atmosphere Surcharged 


We enter upon discussion of the program in 
an atmosphere surcharged with tension and con- 
fusion of terms. New and sly meanings have 
been devised for old terms. 

To the physicians, the term “Socialized Med- 
icine” is an inclusive term, covering insurance 
medicine, codperative medicine, and state med- 
icine. Actually, socialized medicine has nothing 
to do with the treatment of the patient. It is 
concerned with a variety of methods of distri- 
bution of medical care, all of which are financed 
by groups rather than independent individuals. 


Terms Confused 


“State Medicine” refers solely to medicine 
that is provided directly by the state. The only 
example of state medicine in existence is Russia 
and, even there, state medicine is not complete. 

“Public Medicine” refers solely to the medical 
care provided by the government for special 
groups such as the insane and the tuberculous 
for the protection of the entire population. This 
type of medicine has been actively supported by 
the organized medical profession since the first 
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meeting of the American Medical Association in 
1847. 

“Sickness insurance” refers solely to the pre- 
payment method of financing medical care for 
sickness. In a compulsory form, this type of 
financing has been carried on extensively in other 
countries. We are justified in examining it care- 
fully when any proposal is made for establishing * 
it in our own country since a study of compar- 
ative death rates shows definitely that something 
is lacking in those countries that is present here. 

The “Medical Group” means, to physicians, 
an association of several physicians for the pur- 
pose of using facilities in common. The term 
“Group Medicine” is often used to mean compul- 
sory pre-payment medicine in current discus- 
sions on the subject. 

The term “Codperative Medicine” is likewise 
used to mean voluntary sickness insurance or 
contract medicine. Actually, codperatives start 
at buying wholesale and selling to members at 
retail. Medicine cannot be bought at retail and 
it is obvious that people who talk about co- 
operative medicine are using the term incor- 
rectly. 


Answer Is “No” 


The President submitted the national health 
program to Congress with only one recommenda- 
tion—that the Congress study it carefully (edi- 
tor’s note: the Wagner bill, introduced since Dr. 
Leland’s visit to St. Paul, is analyzed in the 
March 11 issue of the Journal of the American 
Medical Association). 

We are told, by backers of the program and 
many others, that 40 million Americans are not 
receiving medical care. 

Are one-third of the people in your commu- 
nity deprived of care? The answer of any phy- 
sician would be “No.” We are told that 20,- 
000,000 people are receiving an annual income 
of less than $800; that 42% per cent of them 
are now on some form of government relief. 

If the government has assumed responsibility 
for the necessities of life for these people, why 
is it that they, at least, are not getting adequate 
medical care? 

Furthermore, 7 per cent of these people are 
receiving aid under the Social Security Act. 
Why was it not thought necessary to include a 
provision for medical care in the amount allowed 
under this act? 


MINNESOTA MEDICINE 





MEDICAL ECONOMICS 


Need Recognized 

Another 42 per cent are in the marginal class. 
The medical profession recognizes fully the need 
for assistance for this class. But we believe that 
aid to these people is a community responsibility 
and should be financed by local taxation. 

We believe in expanding public health meas- 
ures. We do NOT believe that public health de- 
partments should be forced into the private prac- 
tice of medicine. 

We believe, also, in the expansion of hospital 
facilities. But we find many hospitals, now, 
with vacant beds and it seems to us senseless to 
spend more money to duplicate existing hospitals. 
Instead, government money should be used 
where it is needed to save the private hospitals. 
New hospitals should be built only in commu- 
nities where the need can be fully demonstrated. 

Medicine is not opposed in principle to any 
part of the program except to the recommenda- 
tion for compulsory sickness insurance. If an 
opportunity arises to present our position to the 
House Ways and Means Committee I am sure 
representatives of state associations will be al- 
lowed to appear if they choose. In the mean- 
time, it is essential that we tell the American 
people our position. ; 

Medicine’s Program 

We have always had a program for the im- 
provement of medicine and medical care. We 
have elevated the standards of education and of 
hospitals. We have developed boards in the 
specialties, all directed toward providing better 
qualified physicians. We are as irked by slow- 
ness of advances in the distribution of services 
as anybody. 

The thing that distresses medicine, now, is 
how to effect a more even distribution. We are 
working on the problem. County medical so- 
cieties should make and operate a variety of 
plans with the approval of their state associa- 
tions. Ours is not a policy of objection or ob- 
struction, and we have no need to be ashamed. 
We recognize that there are places where it is 
difficult to carry medical and hospital care, where 
the population is less than one person per square 
mile and where special measures must be insti- 
tuted to provide for the people. 

We are not opposed, certainly, to any plan 
that will provide good medical care for all the 
people at prices the people can afford to pay. 
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But quality is more important, by far, than quan- 
tity in the distribution of medical service. We 
are definitely opposed to any plan whatsoever 
that will lower the quality of medical care given 
the American people. 





DO YOU HELP OR HINDER? 
(Monthly Editorial Prepared by the Medical Advisory 
Committee) 


For several years, your Medical Advisory 
Committee has been preaching the power of 
toleration and judgment in the attitude of one 
medical man toward another; that the Golden 
Rule is as applicable today as it was in the past, 
and that, if each of our members would attempt 
to place himself in the other man’s place, so- 
called malpractice litigation would cease or at 
least be confined to a very small number of cases. 


A careful perusal of the number of cases 
being brought against us at this time shows that 
the membership of the society is becoming of one 
mind. Maybe the danger of Socialized Medicine 
has had its influence. Each one of us knows 
that if Socialized Medicine or one of its ramifi- 
cations is not to be foisted onto the medical 
profession and the sacred, confidential patient- 
doctor relationship is not to be lost, we must 
take a most tolerant attitude toward one another. 
There must be no split in our ranks, our thoughts 
must be the same, our work must be bettered, 
our associations with each other must be more 
friendly, and a general feeling of helpfulness 
and interdependence engendered in our ranks. 

Most of the cases brought during the last 
year against our members have had no merit 
and were attempts to obtain money from an 
easy source to pay the past due obligations of 
the plaintiff. A small percentage had some merit 
and were or could be easily settled to the advan- 
tage of all parties concerned. 

Published papers show that there is very lit- 
the difference in the type of medical work in 
various parts of the state, rural or urban, and 
that the people in all parts of Minnesota are 
particularly fortunate in the high type of pro- 
fessional men. with whom they have to deal. 

Further, inter-professional meetings such as 
the one recently held in Saint Paul should build 
up a most wholesome feeling between the men 
practicing dentistry, medicine, and law. They 
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argue well for the future of the professions and 
their better mutual understanding. Attendance 
at a meeting of this type may answer for you 
the question, “Do you help or hinder ?”’—B.J.B. 





MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


Report of Licensure Under Date of 
February 11, 1939 


By Examination 


Anderson, Hubert Louis, Saint Paul, Minnesota, Uni- 
versity of Minnesota, Bachelor of Medicine, June 13, 
1938. 


Bickel, William Harold, Rochester, Minnesota, North- 
western University, Doctor of Medicine, March 18, 
1936. 

Bigler, Ivan Edward, Duluth, Minnesota, University 
of Minnesota, Bachelor of Medicine, June 13, 1938. 


Dorton, Howard Ellsworth, Rochester, Minnesota, 
University of Illinois, Doctor of Medicine, July 1, 1937. 

Eck, Raymond Livingston, Livingston, Montana, Uni- 
versity of Minnesota, Doctor of Medicine, March 17, 
1938. 

Eisenstadt, William Sawyer, St. Paul, Minnesota. 


University of Minnesota, Bachelor of Medicine, March 
17, 1938. 


English, John Paul, Rochester, Minnesota. Univer- 
sity of Pennsylvania, Doctor of Medicine, June 19, 
1935. 


Fiel, Charles Augustus, Jr., Rochester, Minnesota. 
Indiana University, Doctor of Medicine, June 15, 1936. 

Fleming, Dean Stephen, Minneapolis, Minnesota. Uni- 
versity of Minnesota, Doctor of Medicine, March 18, 
1937. 

Guthrie, Robert Fulmer, Rochester, Minnesota, Em- 
ory University, Doctor of Medicine, June 11, 1934. 

Harley, Robison Dooling, Rochester, Minnesota. Uni- 
versity of Pennsylvania, Doctor of Medicine, 
10, 1936. 

Harper, Samuel Bowman, Rochester, Minnesota. Uni- 


versity of Wisconsin, Doctor of Medicine, June 21, 
1937. 


Hedemark, Norman George, St. Paul, Minnesota. 
University of Minnesota, Bachelor of Medicine, June 
13, 1938. 

Hursh, Marion Douglas, Lake City, Minnesota. Uni- 
versity of Minnesota, Doctor of Medicine, June 13, 


1938. 


Idstrom, Linneus G., Minneapolis, Minnesota. Uni- 


versity of Minnesota, Bachelor of Medicine, June 13, 
1938. 


June 


Johnson, Allen Gray, Duluth, Minnesota. University 
of Minnesota, Bachelor of Medicine, June 13, 1938. 
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Johnson, Karl Eugene, Pine River, Minnesota. Uni- 
versity of Minnesota, Doctor of Medicine, June 13, 1938. 
Kamish, Robert James, Minneapolis, Minnesota. Uni- 
versity of Minnesota, Doctor of Medicine, June 13, 1938. 


Keithahn, Elmer Edward, St. Paul, Minnesota. Uni- 
versity of Minnesota, Bachelor of Medicine, June 13, 
1938. 


Little, Alexander Graham, Jr., Rochester, Minnesota. 
Johns Hopkins University, Doctor of Medicine, June 
7, 1937. 


Loken, Selmer Milo, Saint Paul, Minnesota. Rush 
Medical College, Doctor of Medicine, June 10, 1938. 
Magnuson, Allen Einer, Saint Paul, Minnesota. Uni- 


versity of Minnesota, Bachelor of Medicine, June 13, 
1938. 


McCallig, John J., Rochester, Minnesota. University 
of Oregon, Doctor of Medicine, May 31, 1937. 


McHeffey, George Jerome, Rochester, Minnesota. 
University of Michigan, Doctor of Medicine, June 23, 
1930. 


Nachtigall, Henry Blum, Ely, Minnesota. Univer- 
sity of Minnesota, Bachelor of Medicine, June 13, 1938. 


Patton, William Burgamy, Rochester, Minnesota. 
Johns Hopkins University, Doctor of Medicine, June 
11, 1935. 


Pedersen, Roy Clarence, Duluth, Minnesota, Univer- 
sity of Minnesota, Bachelor of Medicine, March 13, 
1938. 


Prunty, Francis Crandall, Rochester, Minnesota. Jef- 
ferson, Doctor of Medicine, June 5, 1931. 


Rasmussen, Waldemar Curtis, Rochester, Minnesota. 
University of Minnesota, Doctor of Medicine, June 
15, 1936. 

Robinson, Francis Joseph, 
Northwestern University, 
13, 1936. 


Scheifley, Charles Holland, Rochester, Minnesota. 
University of Minnesota, Bachelor of Medicine, June 
14, 1937. 


Sealy, William Burgess, Rochester, Minnesota. Uni- 
versity of Texas, Doctor of Medicine, May 31, 1934. 

Strem, Edward Louis, St. Paul, Minnesota. Univer- 
sity of Minnesota, Bachelor of Medicine, June 13, 1938. 

Svien, Hendrik J., Rochester, Minnesota. Univer- 
sity of Minnesota, Doctor of Medicine, June 13, 1938. 

Weaver, Paul Henry, Minneapolis, Minnesota. Ohio 
State University, Doctor of Medicine, June 13, 1938. 

Williams, John Arthur, St. Paul, Minnesota. Uni- 
versity of Minnesota, Bachelor of Medicine, June 13, 
1938. 

Wilson, Ira Herman, Rochester, Minnesota. Univer- 
sity of Minnesota, Doctor of Medicine, December 19, 
1935. 

Woods, Robert Max, Rochester, Minnesota. Mar- 
quette University, Doctor of Medicine, June 15, 1938. 

Yugend, Sidney Frederick, St. Paul, Minnesota. Uni- 


versity of Minnesota, Doctor of Medicine, June 13, 
1938. 


Rochester, Minnesota. 
Doctor of Medicine, June 
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By Reciprocity 


Fishback, Charles Franklin, Minneapolis, Minnesota. 
Northwestern University, Doctor of Medicine, June 
3, 1933. 

Fleming, Ralph Gibson, Rochester, Minnesota. Uni- 
versity of Pennsylvania, Doctor of Medicine, June 10, 
1936. 

Hyslop, Leland Francis, Wisconsin. Northwestern 
University, Doctor of Medicine, June 15, 1925. 

Meriwether, Lodwick Sterritt, Rochester, Minnesota. 
University of Virginia, Doctor of Medicine, June 16, 
1931. 

Polan, Charles Gabriel, Minneapolis, Minnesota. Rush 
Medical College, Doctor of Medicine, June 16, 1936. 

Rein, Walter John, Minneapolis, Minnesota. Univer- 
sity of Wisconsin, Doctor of Medicine, June 24, 1935. 


National Board 


Lowry, Elizabeth C., Minneapolis, Minnesota. Cor- 
nell University, Doctor of Medicine, June 6, 1935. 

Lowry, Thomas, Minneapolis, Minnesota. Cornell 
University, Doctor of Medicine, June 6, 1935. 

Phillips, Richard Betts, Rochester, Minnesota. Uni- 
versity of Edinburgh, Doctor of Medicine, December 
15, 1933. 

Wilson, William Hildebrand, Rochester, Minnesota. 
Northwestern University, Doctor of Medicine, June 11, 


1938. 





Minneapolis Physician Convicted 
of Manslaughter 


Re: State of Minnesota vs. George F. Lemke. 


On February 25, 1939, a jury in the District Court 
of Hennepin County returned a verdict of guilty 
against Dr. George F. Lemke, who formerly main- 
tained offices at 512 Pence Building, Minneapolis. Dr. 
Lemke was charged with manslaughter in the first 
degree following the death, on December 10, 1938, of a 
22-year-old Saint Paul girl. The indictment against 
Dr. Lemke charged him with the death of the girl 
following a criminal abortion. 

On March 3, 1939, Judge W. W. Bardwell sentenced 
Dr. Lemke to a term of five to tweny years in prison 
in connection with this case. Dr. Lemke’s lawyer an- 
nounced that an appeal would be taken and the Court 
granted a stay of thirty days in which to perfect the 
appeal. Dr. Lemke’s license, as a physician and surgeon, 
was revoked by the Minnesota State Board of Med- 
ical Examiners on February 11, 1939, following a hear- 
ing held before the Medical Board as the result of 
the death of this girl. 

The case was well handled for the State of Min- 
nesota by W. G. Compton, Peter S. Neilson and How- 
ard T. Van Lear, Assistant County Attorneys. 
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In Memoriam 





Andrew S. Backus 
1881-1939 


R. ANDREW STEPHEN BACKUS died at St. 

Paul, January 20, 1939, at the age of fifty-seven. 

Dr. Backus was born September 22, 1881, at Tyrcon- 

nel, Ontario, Canada, of Scotch and Irish lineage. His 

ancestors settled in that vicinity in 1809 on land pur- 

chased from Colonel Talbot, which is still occupied by 
some of their descendants. 


He entered the medical college of Toronto Univer- 
sity at the same time as an older and younger brother, 
and was graduated in 1905. Receiving the degrees of 
M.D., C.M., and F.T.M.C. upon graduation, he divided 
a year’s internship between St. Michael’s Hospital, Tor- 
onto, and Riverside Hospital at Buffalo, New York. He 
then went to San Francisco, California, and was ship 
surgeon on the S. S. San Jose, going to Panama, re- 
turning after the San Francisco earthquake. 


Dr. Backus then went back to Toronto, Canada, and 
was married on November 14, 1906, to C. V. Maude 
Brown. Following his marriage, he went to North 
Dakota to practice and remained there until No- 
vember 14, 1923, when he moved to Saint Paul, where 
he continued to practice until his death. 

Dr. Backus was a member of Ramsey County Med- 
ical Society, and the Minnesota State Medical Asso- 
ciation, and a staff member of Miday Hospital. 


He was surgeon for the American Radiator Com- 
pany from the opening until the closing of the Saint 
Paul plant in 1930. For several years, he was Deputy 
Coroner for the city of Saint Paul. He belonged 
to Hamline Methodist Church where he had served 
upon the finance board. 


Dr. Backus was one of the organizers of the Como 
Golf Club, served as one of its officers, and was hon- 
orary vice president at his death. He was a member 
of the National Congress of Parents and Teachers. 

He was also a member in good standing of the fol- 
lowing fraternal organizations: Midway Lodge No. 185, 
A.F. and A.M., Minnesota Chapter No. 1, Royal Arch 
Masons, Minnesota Consistory, a member of Osman 
Temple Shrine, and Hamline Chapter No. 228, O.E.S. 
He had served for five years as trustee of B.P.O. 
Elks Lodge No. 59. He was also Trustee of Loyal 
Order of Moose No. 40 for six years. 

In his obstetric practice, he never lost a mother 
though for seventeen years these cases were taken 
care of in North Dakota farm homes. 

Dr. Backus was a friend, as well as a physician to 
his patients. He was honorable in his profession, kind, 
courteous, and sincere to everyone. He will truly be 
missed. 

He is survived by his wife, and one brother, John 
Edward, of Ontario, Canada. 
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On the evening of March 1, Dr. Irvine’ McQuarrie, 
Professor and Head of the Department of Pediatrics 
of the University of Minnesota Medical School, lec- 
tured before the Montreal Neurological Society at Mc- 
Gill University, Canada. The subject of his discourse 
was “Physico-chemical Studies on the Mechanism of 
Convulsive Phenomena.” 

* * * 


Dr. E. O. Enroth, associate of Dr. E. R. Sterner, 
White Bear, Minnesota, for the past year and one- 
half, has taken over the entire practice in this com- 
munity. Dr. Sterner, who has been dividing his 
time between his Saint Paul and White Bear offices, 
will now give full time to his Saint Paul practice. 


* * * 


On March 15, Dr. Richard F. Herbst, formerly of 
Minneapolis, assumed the practice at Hawley, Minne- 
sota, of the late Dr. Martin C. Bergheim. Assisting 
Dr. Herbst is Mrs. Herbst, a graduate nurse of Saint 
Mary’s Hospital, Minneapolis. 

x * * 


With Dr. E. F. McElmeel, of Pipestone, speaking 
on pneumonia and common colds, the women’s or- 
ganizations of Ihlen, Minnesota, on February 23, in- 
itiated the first in a planned series of medical discus- 
sions. Future discussions will bring to Ihlen other 
physicians from the surrounding districts. 


* * * 


Dr. P. S. Hench, of Rochester, Minnesota, addressed 
the New York Academy of Medicine on March 2, 
and the Southern California Medical Association on 
March 15. Mrs. Hench, with the children, and 
her mother, Mrs. J. H. Kahler, left about March 1, 
for California, where Dr. Hench joined them after 
returning from his speaking engagement in the East. 

* * * 


Dr. John P. Darling, Rochester, who was seriously 
injured in an automobile accident in January, is now 
in Florida, completing his convalescence. 


* * * 


Shortly after the first of March, Dr. and Mrs. L. F. 
Wasson moved to Osakis, Minnesota, where Dr. 
Wasson joined Dr. E. Haberman in the practice of 
medicine. Dr. Wasson formerly practiced in Chisago 
City. 


* * * 


At the meeting of the medical history society, Cos 
Cnidos, held in the Minneapolis Club, March 15, 1939, 
Dr. Arthur E. Hertzler, of Halstead, Kansas, gave 
reminiscences of his early days in the practice of med- 
icine and presented some of his ideas regarding thy- 
roid disease. Dr. S. Marx White was elected president 
of the society to succeed Dr. John Armstrong. Miss 
Jean E. Hirsch was reélected secretary-treasurer. 


272 


Dr. G. B. Eusterman and Dr. W. C. Alvarez, of 
Rochester, have been honored by being elected corre- 
sponding members of the Societé de Gastro-enterologie 
de Paris. The society met December 12, 1938. 

* * * 


President of the Todd County Medical Association, 
Dr. W. W. Will, of Bertha, Minnesota, presided at a 
dinner meeting of the organization on February 23. 
The program of the evening included a discussion of 
fractures of the hip, by Dr. A. W. Ide, chief surgeon 
of the N. P. B. A. Hospital, Saint Paul, and a paper 
on cancer of the large intestine, by Dr. W. J. Lund 
of Staples. 

* * * 


Dr. Howard Burchell, a fellow of the Mayo Foun- 
dation, left March 7 for London, where he will study 
for five months. Dr. Burchell was guest of honor at 
a dinner given by Dr. George Pollock, of Rochester, 
Minnesota, on the Saturday evening preceding the 
latter’s departure. 

*x* * * 


At the annual meeting and post graduate course of 
the Alumni Association of the University of Oregon 
Medical School, held the first Monday and Tuesday 
of March, Dr. G. B. Eusterman, of Rochester, deliv- 
ered three lectures and conducted a roundtable dis- 
cussion. On Monday, March 13, he addressed the 
Columbia Medical Society of Columbia, South Carolina. 

* * * 


Dr. Paul Rick, who has been physician and surgeon 
in the community of Le Center, Minnesota, for the 
past two years, recently opened offices in Saint Paul 
at 966 Arcade Street. 

* * * 


Dr. W. R. Lovelace, Fellow in surgery of the 
Mayo Foundation, will go to Europe in April for 
two months’ study, as a result of his having received 
the J. William White Scholarship. Contributory to 
his receiving this award was his part in developing 
an oxygen mask for the comfort of aviators flying 
at high altitudes. He collaborated in this work with 
Dr. W. M. Boothby and Dr. H. A. Bulbulian. 

* * * 


The Annual Harold S. Boquist Lecture at the Uni- 
versity of Minnesota Medical School will be given by 
Dr. Henry C. Sweany, Medical Director of Research, 
Chicago Tuberculosis Sanatorium, on Tuesday, April 
4, 1939. Dr. Sweany’s subject will be “The Study of 
the Pathogenesis of Tuberculosis by Correlating Age 
and Morphology of Primary Tubercles.” 

* * * 

The Eastern Clinic of Fergus Falls has recently 
moved into its new commodious clinic building at 106 
South Union Avenue. The Clinic’s personnel consists 
of Dr. C. O. Estrem, Dr. E. A. Heiberg, Dr. G. J. 
Mouritsen, and Dr. C. J. Lund. 
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MEDICAL BROADCAST FOR APRIL 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:00 o’clock every Saturday morning over 
Station WCCO, Minneapolis (810 kilocycles or 370.2 
meters) and Station WLB, University of Minnesota 
(760 kilocycles or 395 meters). 


Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. The program for 
the month will be as follows: 


April 1—Cause of Cancer 

April 8—Cancer in Women 

April 15—Cancer in Men 

April 22—Early Diagnosis of Tuberculosis 
April 29—Cancer of the Head and Neck 


AMERICAN BOARD OF 
INTERNAL MEDICINE, INC. 


Written examinations for certification by the Amer- 
ican Board of Internal Medicine will be held in va- 
rious sections of the United States on the third Mon- 
day in October and the third Monday in February. 


Formal application must be received by the Secre- 
tary before August 20, 1939, for the October 16, 1939, 
examination, and on or before January 1 for the Feb- 
ruary 19, 1940, examination. ’ 


Application forms may be obtained from Dr. William 
S. Middleton, Secretary-Treasurer, 1301 University 
Avenue, Madison, Wisconsin, U. S. A. 


POSTGRADUATE COURSE FOR 
PHYSICIANS IN OBSTETRICS 
AND PEDIATRICS 


Beginning Wednesday, April 26, and continuing for 
five consecutive Wednesdays, the third annual series 
of the Postgraduate Course for Physicians in Obstetrics 
and Pediatrics will be presented ip ten centers of 
the state. This course is sponsored jointly by the 
Minnesota State Medical Association, the Medical 
School of the State University, and the Minnesota 
Department of Health. It is financed by Maternal and 
Child Health funds coming to the Minnesota Depart- 
ment of Health under the provisions of the Social 
Security Act. The dates and places for the meetings 
are as follows: 

April 26—Pine City 
inona 
May 3—Fergus Falls May 17—Worthington 
Little Falls Grand Rapids 


May 10—Willmar May 24—Albert Lea 
Virginia Crookston 


Apri, 1939 


The meetings will be conducted in the same manner 
as last year, which proved so acceptable to the practic- 
ing physicians. There will be one full day meeting in 
each center, beginning promptly at 8 o'clock in the 
morning, and composed of eight lecture and discussion 
periods—four each on obstetrics and pediatrics. Fur- 
ther information covering the details of arrangements 
will be mailed to the physicians in the near future. 


STATE MEETING 


The introduction of two series of Round Table 
luncheons constitutes one of the most interesting in- 
novations scheduled for the Minnesota State Medical 
Association’s 86th Annual Meeting to be held at the 
Minneapolis Auditorium, May 31, June 1 and 2. 

Similar luncheon meetings are an established and 
very popular feature of the meetings of the State 
Medical Society of Wisconsin. If they are well re- 
ceived in Minneapolis, they may become a regular part 
of future meetings’ in Minnesota. 

There will be ten of these luncheons on Wednesday, 
May 31, and ten on Thursday, each on a different 
subject, with leaders picked from the visiting speakers 
and from Minnesota leaders among the specialties. 
Only 20 tickets will be sold for each luncheon so that 
discussion groups may be kept small. No formal pro- 
grams will be arranged. 

The list of subjects will be sent to each member. 
Those who wish to attend will be required to buy their 
tickets in advance and send in first, second, and third 
choices in case registrations should be filled. The 
luncheons will be held in the Curtis Hotel, which has 
been selected as hotel headquarters for the meeting. 

A distinguished scientific program has been arranged 
for the first two days of the meeting, with Dr. Andrew 
C. Ivy of Northwestern University, Dr. Thomas Fran- 
cis, Jr., of New York University, and Dr. W. Edward 
Chamberlain of Temple University among the guest 
speakers. 

A fracture demonstration hour conducted by Dr. 
O. W. Yoerg of Minneapolis, Dr. Victor Hauser of 
St. Paul and Dr. Henry Meyerding of Rochester is an 
unusual feature of the first morning’s program. An 
extensive fracture exhibit under auspices of the Com- 
mittee on Fractures rounds out an unusual program sec- 
tion on fractures. 

Among other demonstrations of immediate especial 
current interest will be three from the Department of 
Surgery of the University of Minnesota, including a 
demonstration on blood transfusion, on the treatment 
of surgical shock and also the treatment of intestinal 
obstruction and the uses of nasal suction. Dr. W. R. 
Lovelace and his associates, of Rochester, will be there, 
also, to demonstrate their oxygen masks for high alti- 
tude flying. Demonstrations, exhibits and a carefully 
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selected group of motion pictures will occupy two 45- 
minute program recesses each day. 

The annual banquet is scheduled for Thursday night, 
June 1, at the Curtis, with Governor Harold E. Stas- 
sen as principal speaker. 

The Friday program will be devoted exclusively to 
a Conference on Medical Problems in which dentists, 
pharmacists, nurses, social welfare workers and hospi- 
tal administrators will be invited to participate. Among 
the speakers already scheduled for this conference are 
Dr. F. W. Jackson, Winnipeg, Deputy Minister of 
Health of Manitoba; Mr. J. G. Crownhart of Madison, 
secretary of the State Medical Society of Wisconsin; 
Attorney General J. A. A. Burnquist and Senator 
Henrik Shipstead. Final announcement of speakers 
and program for this session will await legislative 
developments in Washington so that its subject matter 
may be pertinent to the current situation. 

Five thousand physicians from Minnesota, Wiscon- 
sin, Iowa, the Dakotas, Montana and the nearer prov- 
inces of Canada will be invited to the scientific sessions. 
They will be joined by members of allied professions 
from all over the state for the Friday meeting. 





MINNEAPOLIS SURGICAL SOCIETY 


At the regular monthly meeting of the Minneapolis 
Surgical Society, held in the Minneapolis Athletic 
Club on the evening of Thursday, March 2, Dr. Wil- 
lard B. White was elected president for the ensuing 
year, Dr. L. Haynes Fowler, vice president and Dr. 
H. M. Lee, member of the executive council. Dr. Har- 
vey Nelson carries over as secretary-treasurer, having 
been reélected for three years, last year. Dr. George 
R. Dunn, president, was president last year. 


WASHINGTON COUNTY 


Members of the Washington County Medical So- 
ciety, at their meeting March 14, heard Dr. H. E. 
Richardson, of Saint Paul, discuss, at length, “Some 
Heart Conditions.” His talks proved very instructive. 
He carefully explained newer methods of diagnosis, 
especially emphasizing electrocardiography as a great 
help in obscure heart conditions, whereby earlier recog- 
nition of these are possible, and better end-results in 
treatment may be obtained. He advocated complete 


rest, and the judicious and careful use of drugs as 
indicated. 


WINONA AND WABASHA COUNTY 
JOINT MEETING 


The eighth annual joint meeting of the Winona and 
Wabasha County Medical Societies, and the fourteenth 
annual dinner tendered by the Buena Vista Sanatorium 
Commission to the physicians of the counties, was 
held at the Sanatorium, Wabasha, Monday evening, 
March 13. There were thirty-two in attendance. The 
program was arranged by Dr. Russell H. Frost, super- 
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intendent of the Sanatorium, with Dr. R. L. Page of 
St. Charles, president of the Winona County Society, 
acting as toastmaster. 

Speakers and subjects were as follows: 

Dr. George A. Earl, St. Paul, president of the Min- 
nesota State Medical Association—“Carcinoma of the 
Gastro-intestinal Tract.” 

Dr. Edward T. Evans, Minneapolis—“Common Orth- 
opedic Conditions of the Foot, Knee, and Hip.” 

Dr. Lewis I. Younger, Winona, read on its fiftieth 
anniversary, a paper on “The Contagiousness of Tu- 
berculosis,” originally presented in 1889 by the late 
Dr. Donald B. Pritchard of Winona. Discussion by 
Dr. Russell H. Frost, superintendent of the Buena 
Vista Sanatorium. 

Dr. Benjamin B. Souster, St. Paul, showed a movie 
illustrating the “Mechanism of the Heart Beat and 
Electrocardiography.” 

In addition, Dr. Earl, president; Mr. R. R. Rosell, 
executive secretary, and Dr. Souster, secretary, dis- 
cussed the problems of the Minnesota State Medical 
Association and present-day trends in medical practice. 


AMERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS 


The 24th annual meeting of the American Asso- 
ciation of Industrial Physicians and Surgeons with 
the American Conference on Occupational Diseases 
and Industrial Hygiene will be held at the Hotel 
Statler, Cleveland, Ohio, June 5, 6, 7 and 8, 1939. 
A program of timely interest and importance will 
be presented by speakers of outstanding experi- 
ence in all of the medical and engineering problems 
involved in industrial health. A cordial invitation 
is extended to all whose interests bring them in 
contact with these problems. Information regard- 
ing hotel accommodations, etc., may be obtained 
from A. G. Park, Convention Manager, 540 North 
Michigan Avenue, Chicago. 


AMERICAN ASSOCIATION ON 
MENTAL DEFECT 


The 63rd annual convention of the American Asso- 
ciation on Mental Defect will be held at the Palmer 
House in Chicago, Illinois, from May 3 to 6, inclusive. 

Dr. C. Stanley Raymond, Wrentham State School, 
Wrentham, Massachusetts, is chairman of the Public 
Relations Committee. 


SCOTT-CARVER SOCIETY 


On March 14, 1939, the Scott-Carver Medical So- 
ciety met at Mudcura Sanitarium. Dr. Edgar Bedford, 
Minneapolis, spoke on “The Clinical Aspects of Gall- 
bladder Disease.” Dr. Ames Naslund spoke on “X-ray 
Diagnosis in Gallbladder Pathology.” 

The Society was also recently addressed by Dr. Carl 
Rice, Minneapolis, who spoke on “Indications for 
Surgery of the Thyroid Gland”; and Dr. Chauncey 
Borman, Minneapolis, who spoke on X-ray Measure- 
ments of the Female Pelvis.” 
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WOMEN'S AUXILIARY 


Mrs. W. B. Roserts, Minneapolis, President 
Mrs. E. V. Gortz, 2259 Summit Avenue, Saint Paul, Publicity Chairman 





Hennepin County 


Members of the Woman’s Auxiliary of the Hennepin 
County Medical Society held their March meeting Fri- 
day, March 10, in the lounge in the Medical Arts Build- 
ing, Minneapolis. The meeting was postponed from 
Friday, March 3, due to the elevator strike. After the 
regular business meeting the group heard Dr. Brown 
of the Child Guidance Clinic of the Minneapolis Pub- 
lic Schools speak on “Mental Health” which was a 
most interesting discussion. Tea followed with a so- 
cial hour. Mrs. W. B. Roberts and Mrs. C. E. 
Willcutt poured. Mrs. L. R. Boies was the social chair- 
man. 

Hennepin County members are busy planning their 
annual card party which is held each year on Easter 
Monday, the proceeds being used for philanthropic 
work. This year there will be nine different parties 
at various homes with one party in the main lounge 
in the Medical Arts building. These parties will be 
in various districts of the city, and the following mem- 
bers will be hostesses: Mmes. O. J. Campbell, L. O. 
Doyle, R. M. Ericson, J. C. Hultkrans, R. T. Knight, 
C. M. Larson, F. B. Mach, Carl O. Rice and C. W. 
Waldron. Mrs. C. E. Willcutt is the general chairman 
and Mrs. H. B. Hannah is co-chairman. 

Plans are nearly completed, now, for the annual con- 
vention to be held in Minneapolis in May and the Hen- 
nepin County members are looking forward to a large 
registration. Mrs. J. S. Reynolds will be the chairman 
for this event. 

Several members of the State Auxiliary were recent 
guests at a meeting held in the Woman’s Club, Min- 
neapolis, when women from various parts of the state 
who are serving on the Minnesota Committee on Wom- 
an’s Participation in the New York World’s Fair were 
guests of Mrs. John Dalrymple. Those attending the 
luncheon included Mrs. J. A. Thabes of Brainerd and 
Mrs. A. A. Passer of Olivia. 

A baby son was born, February 25, to Dr. and Mrs. 
Leo Fink of Minneapolis. Mrs. Fink is the publicity 
chairman for the Hennepin County Auxiliary. 

A number of Hennepin County members have en- 
joyed vacations in the south this winter, including Dr. 
and Mrs. R. R. Cranmer, Dr. and Mrs. Martin Nord- 
land, Dr. and Mrs. J. C. Davis, Dr. and Mrs. J. S. 
Reynolds, and Dr. and Mrs. J. H. Simons. 


West Central 


Our State President, Mrs. W. B. Roberts, attended 
the March meeting of the West Central group which 
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was held March 8 in Morris, Minn., with the president, 
Mrs. I. L. Oliver of Graceville, presiding. It was a 
joint meeting with a dinner at the hotel after which 
members of the Auxiliary held their business meeting. 
Mrs. Roberts was the house guest of Mrs. Charles 
Bolsta of Ortonville who is a member of the State 
Advisory committee. 


Washington County 


March 14, members of the Washington County 
Auxiliary held a meeting at the home of Mrs. R. J. 
Josewski in Stillwater. Nine members were present 
and Mrs. W. B. Roberts motored to Stillwater for the 
event. During the meeting, Mrs. Josewski received a 
package from the Hygeia department of the American 
Medical Association, containing a statute, a gift in 
appreciation of her services in the Hygeia campaign. 
Minnesota can be proud of the results of this contest 
for Washington County won sixth place and Park Re- 
gion fifth place in the entire United States, which gives 
Minnesota two places out of the ten. 


After the business meeting, Mrs. Josewski served a 
delicious supper. 





Recent Developments in the Treatment of 
Undulant Fever 


The increased recognition and incidence of undu- 
lant fever has fortunately been associated with new 
and improved methods of treating this disease, 
in both its acute and its chronic form. Vaccines 
have been employed for about ten years, in many 
instances with apparent success. Convalescent 
serum and transfusion with whole blood have also 
been reported as sometimes successful in the treat- 
ment of the disease. During the past year favor- 
able reports of the treatment of undulant fever 
with sulfanilamide or its compounds have rapidly 
accumulated. From the information available it 
seems likely that sulfanilamide in rather large 
doses is necessary but that at least in some resistant 
cases the results are comparable, if not superior, 
to any other form of treatment of undulant fever 
thus far proposed. Successful results have also 
been claimed for physically induced hyperpyrexia 
treatments, and the intravenous administration of 
neoarsphenamine. Although a decision as to the 
value of any method of treatment in undulant fever 
is difficult because of the alternation of febrile 
periods and afebrile pauses, the available methods 
of therapy are such as to allow the disease to be 
met with a much more powerful therapeutic arma- 
mentarium than existed a few years ago. (J.A.M.A., 
Nov. 5, 1938, p. 1769.) 
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PROCEEDINGS OF THE MINNESOTA ACADEMY OF MEDICINE 


Meeting of February 8, 1939 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, February 8, 1939. 
Dinner was served at 7 o’clock and the meeting was 
called to order at 8:10 p. m. by the president, Dr. 
Carl B. Drake. 

There were forty-eight members present. 

Minutes of the January meeting were read and ap- 
proved. 


The secretary read two proposed amendments to 
the Constitution which will be published in the next 
program and voted upon at the March meeting. 


The scientific program followed. 


TROPICAL AND NONTROPICAL SPRUE 
(CHRONIC IDIOPATHIC STEATORRHEA) 
THEIR PROBABLE INTERRELATIONSHIP* 


Apert M. SNett, M.D. 
Rochester, Minnesota 


Dr. Albert M. Snell, of Rochester, read his inaugural 
thesis on the above subject. Lantern slides were shown. 


Abstract 


Sprue has been defined by Frederic Hanes as “a 
chronic deficiency state with a marked tendency to 
remissions and relapses characterized, when fully de- 
veloped, by glossitis and stomatitis, anorexia, gastro- 
intestinal indigestion, by the passage of large, fatty, 
frothy, foul-smelling stools, by great loss of weight, 
generalized muscular wasting and, in adults and some 
children, by macrocytic-hyperchromic anemia. It re- 
sponds promptly to liver therapy.” 


The disease was formerly supposed to be confined 
to the tropics, but in recent years a considerable num- 
ber of cases have been reported from temperate cli- 
mates. At the Mayo Clinic, we have had an opportunity 
of seeing a group of “imported” cases of tropical sprue 
and have compared the signs and symptoms present 
in these cases with those in cases in which the disease 
was acquired in northern latitudes. Records of eighteen 
patients with non-tropical sprue have been examined 
and in each case the clinical picture and the response 
to treatment with liver extract was identical with that 
seen in cases of tropical sprue. 


We also have records of fourteen patients whose 
condition had no bearing on tropical residence and who 
presented the characteristic signs of sprue (steator- 
rhea, macrocytic anemia and glossitis) and in addition 
a variety of metabolic and nutritional disturbances, in- 
cluding tetany, osteoporosis, growth defects, hypopro- 
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teinemia with edema, pellagra, hemorrhagic states, pig- 
mentation of the skin, subacute combined degeneration 
and other less common nutritional disturbances. Hypo- 
vitaminosis D is a conspicuous feature. These cases 
correspond to a condition which has been described in 
the English and Scandinavian literature as “idiopathic 
steatorrhea.” They appear to represent the end results 
of long-continued intestinal dysfunction with failure 
of absorption of the necessary minerals and vitamins. 
Certain of the patients responded in satisfactory man- 
ner to parenteral administration of liver extract al- 
though large doses and persistent treatment were re- 
quired. ; 

Observations of individual cases from both groups 
over long periods of time bring out some interesting 
points. Neither sprue nor “idiopathic steatorrhea” is a 
static condition and in certain cases the basic condi- 
tion, that is, sprue, has been seen gradually to give rise 
to multiple symptoms of deficiency related to loss of 
minerals, vitamins and essential foodstuffs. In these 
cases, seen in the stage of transition, treatment with 
liver extract may still be extraordinarily effective. The 
difference between sprue and steatorrhea appear on the 
whole to represent different stages in the breakdown 
of the absorptive function of the small intestine, but 
the two conditions do not differ fundamentally. The dis- 
tinctions which have been made between them in the 
past appear to be largely artificial and the intractable 
nature of so-called “idiopathic steatorrhea” appears to 
be largely a matter of delayed diagnosis and inade- 
quate treatment. The syndrome of sprue and its imme- 
diate and late sequele are not uncommonly encountered 
in temperate climates and their earlier recognition and 
treatment would largely eliminate those cases which 
now present the advanced and intractable types of met- 
abolic and nutritional disturbances. 


Nontropical sprue should be diagnosed without diffi- 
culty if its existence is borne in mind. The principal 
conditions to be distinguished from it are gastro- 
jejunocolic fistula, mesenteric lymphadenopathy and 
various types of pancreatic disease. 


Discussion 


Dr. Irvine McQuarrie (U. of M.): This is almost 
identical with celiac disease we see in children in some 
of our clinics. It is not very common but practically 
every children’s clinic has a few cases. We recognize 
two rather distinct forms which are superficially alike. 
One occurs under two or three years of age. The 
mortality is very high in this group. In them, there 
is chronic cystic pancreatitis associated with chronic 
fibrosis of the lungs. Then there is another group in 
which there is no demonstrable pancreatitis but the 
stools have the same gross appearance. In such chil- 
dren in either group the dietary deficiencies most fre- 
quently observed are in Vitamins A, D, and sometimes 
C, and possibly B. I cannot recall having seen cases 
showing hemorrhagic tendencies, which would indi- 
cate absence of K, but they may occur. I can recall 
having seen two cases of celiac disease with xerophthal- 
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mia and rickets. One group of cases gets well on a 
high-protein, high-vitamin diet, while the other group 
responds unsatisfactorily to all forms of therapy. These 
latter cases with cystic pancreatitis have more neutral 
fat in the stools than do the genuine celiac cases. In 
these, soaps and free fatty acids predominate in the 
stool. There is probably still another group of celiac 
cases which fit into the sprue series. 

I would like to congratulate Dr. Snell on the excel- 
lent presentation of this subject. I often wish that our 
students and young clinicians at the University could 
emulate this type of presentation. 

I would like to ask Dr. Snell to express his views 
regarding the etiology of nontropical sprue or to make 
a brief evaluation of the current theories concerning 
its etiology. It was once thought that monilia or some 
organism of that nature has made sprue more fre- 
quent in the tropics than in the temperate zones. 

Dr. SNELL (in closing): I am grateful to Dr. Mc- 
Quarrie for this discussion, and particularly for his 
comments on the relation of pancreatic atrophy to 
certain forms of celiac disease. In the adult, chronic 
pancreatitis with destruction of the acinar tissue of the 
organ may simulate sprue closely. If a fatty liver 
which may develop in the course of pancreatic atrophy 
makes its contribution to the clinical picture, the diag- 
nostic difficulties are multiplied. The case reported by 
Norris, Beard and Gerber in the Archives of Pathology, 
December, 1938, is an example of this problem. 

The principal reliance in distinguishing pancreatic 
disease from sprue is placed on the glucose tolerance 
test; the rises in blood sugar are characteristically of 
diabetic type in pancreatic disease, while in sprue a very 
small rise (20 mg. per cent or less) is the rule. A 
study of the enzvmatic activity of the duodenal con- 
tent is also of diagnostic value, since the pancreatic 
enzymes are only slightly reduced in sprue. 

The etiology of sprue is still undecided. It is a de- 


ficiency disease in somewhat the same sense as is 


pernicious anemia. In its uncomplicated form, .it re- 
sponds in a specific manner to parenteral administra- 
tion of liver extract; when multiple symptoms of de- 
ficiency appear, liver extract will correct the anemia of 
the disease but it does not necessarily control the 
fatty diarrhea or cure the intestinal dysfunction. The 
latter factor, that is, loss of the absorptive function of 
the small intestine, is the fundamental lesion in sprue 
although a constant pathologic picture has not been 
demonstrated. One, therefore, must postulate a phys- 
iologic failure of some sort. A constitutional factor 
has been invoked and Verzar has even attributed the 
intestinal dysfunction to a specific failure of cortical 
adrenal function. Such a breakdown does actually 
occur as a terminal feature in the adrenalectomized 
animal and, curiously enough, sprue itself may respond 
to some extent at least to cortical hormone. Many ad- 
ditional data are needed to clarify this point and, for 
the present, sprue and its related syndromes are best 
regarded as deficiency diseases. Monilia, incidentally, 
has nothing to do with the condition. Why sprue is 
more common in certain endemic areas in the tropics 
than elsewhere never has been explained satisfactorily; 
until it is known why this is so, further extension 
and revision of ideas concerning etiology are to be ex- 
pected. 


PARALARYNGEAL ATHEROMA 
ARNOLD ScHwyzeErR, M.D. 
Saint Paul 


The first case I want to report is of interest only 
as to its etiology. It was a simple little atheroma, but 
its location proved it to be due to an embryological rem- 
nant of a gill cleft. The gill clefts are the depressions, 
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as seen from the outside, between the branchial arches 
which form the sides of the neck. Seen from the in- 
side there are also depressions between these branchial 
arches; they are called the pharyngeal pouches. Ecto- 
derm and the entoderm of the foregut come into direct 
contact between the branchial arches. There is no 
mesenchyme separating these two fine epithelial layers, 
and perforation may, therefore, occur very easily as it 
does normally in fishes. Embryogenic remnants are 
seen quite frequently on the neck, due either to per- 
sistent ectodermal or entodermal cells. We then have 
congenital cysts of fistule. If the remnant is derived 
from the pharyngeal pouch, the epithelium is cylindri- 
cal and it is resting on lymphoid tissue; while ectoder- 
mal formations are lined with a stratified pavement 
cell epithelium. The second and third branchial arches 
grow much larger than the lower ones and overlap the 
latter downward. By this, an ectodermal pocket is 
formed called the cervical sinus. An enclosed epi- 
dermal remnant growing into a macroscopic atheroma 
may thus be due to a remnant of a branchial cleft or 
of the cervical sinus. 

The atheroma which we encountered four weeks ago 
was not one of those very common atheromata which, 
in the upper portion of the neck, are quite commonly 
found in the midline and represent superficial forma- 
tions. The cystic mass under discussion was deep- 
seated laterally below the submaxillary gland. It was 
reached only by cutting the sternohyoid and omohyoid 
muscles near the hyoid horn. Its size was that of a 
large cherry and it rested to the side of the larynx on 
the sheath of the large vessels. It was, therefore, a 
remnant of a gill cleft. (Slides shown.) The cervical 
sinus in the fully-formed child opens, if it is persistent, 
low down on the neck near the head of the clavicle. 


MESENTERIC LYMPHADENITIS 
Case Reports 
ArNoLp ScHwyzer, M.D. 
Saint Paul, Minnesota 


Dr. Schwyzer reported two cases of mesenteric lym- 
phadenitis, as follows: 


Case 1—Miss L. B., twenty years old, had an ap- 
pendectomy for an acute appendicitis. After the oper- 
ation she was free from her previous abdominal pain 
for about a month and then it reappeared as a dull 
pain after meals. Six months after the removal of the 
appendix the condition became acute one night. The 
pain was severe and she vomited several times. In the 
morning she was taken to the hospital. The tenderness 
was principally in the epigastrium and a perforating 
ulcer seemed the most plausible diagnosis. After watch- 
ing her for a couple of hours, during which time other 
work had to be done, the tenderness and pulse, which 
at first had improved a trifle, were not enough better 
to wait longer. An incision was made a little to the 
right of the midline over the upper abdomen. The 
stomach, duodenum, and gallbladder were normal. The 
hand was introduced into the lower abdomen and found 
in the pelvis a stiff ballooned bowel loop of dark blue 
color. It was strangulated, as my sketch (Fig. 1) 
shows, by a rather thick cord which ran from the 
root of the meso-ileum over to the mesosigmoid. Be- 
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tween this firm band and the posterior abdominal wall, 
the bowel loop had slipped down toward the pelvis. 
On manipulation the attachment of the constricting 
cord broke away from a roundish mass of the size of 


/ 


Fig. 1. Lymphadenitis with partial necrosis. Perilymphade- 
nitis adhesion to meso-sigmoid, drawn out into cord under 
which a small bowel loop became strangulated. A, root of 
meso-ileum. 





Fig. 3. 


a small walnut at the root of the meso-ileum. The 
raw surface was grayish-reddish with some gray specks 
here and there. It was an enlarged infected and partly 
broken-down lymph node. The constricting band was 
cut away from the mesosigmoid; the bowel loop be- 
came less tense and of good color. What should be 
done with the broken-down lymph node? We figured 
that the infection was an old one because the drawing 
out of the adhesion must have taken a long period of 
peristaltic pulling and because there was no fibrin de- 
posit or other sign of more recent inflammation. Ex- 
cision was not desirable as it might stir up the old in- 
fection and some blood in the bed would readily be- 
come infected. We relied on the defensive power of the 
peritoneum if given proper chance by not damaging it. 
We laid the meso-ileum, which was directly above this 
raw surface, over it and closed the abdomen. Conval- 
escence was smooth and the patient has remained symp- 
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ee Gree. She is now married and has had three chil- 
ren. 


There were no other lymph nodes of enlarged size 
noticed and the microscopic examination of the end 
of the constricting cord, containing some of the lymph 
node tissue, showed no tuberculosis. 

The most plausible explanation, in the absence of 
other findings, appears to be that at the time of the 
appendicitis there had existed an acute lymphangitis and 
a partial suppurative lymphadenitis in the gland under 
consideration. With the removal of the appendix, the 
infection gradually cooled off; the peritoneum had be- 
come agglutinated, walling off the focus and then 
gradually this adhesion, which had been quite bulky, 
was drawn out into a cord. But the cord was stretched 
only to a short length extending merely from the root 
of the meso-ileum to rather near the base of the meso- 
colon. Only the peristalsis of the colon caused any 
pulling and not for any great distance. 

As a rule, such adhesions when greatly lengthened 
draw out into quite thin strings. 

I may be forgiven for a slight digression in mention- 
ing two extraordinary cases. In one, such a cord had 
strangulated practically the whole small intestine. It 
had formed of an adhesion near the root of the ap- 
pendix. The whole ileum and most of the jejunum were 


black and enormously ballooned. These guts had to be 
watched for fully fifteen minutes while kept in warm 
pads, before we dared replace them. Fortunately, the 
patient made the grade. 

When the adhesion is attached, at least at one end, 
to the small gut itself it may become stretched very 
much and a rather long thinned-out string may be 
the result. When I was still pathologist to the City 
and County Hospital 1 had an opportunity to make an 
autopsy on a very interesting case of this kind. (St. 
Paul Med. Jour., Feb., 1901.) The constricting band 
was 7.5 cm. long. It was attached at both ends to 
points on the ileum. By accident, a loop had formed 
by this cord and a small segment of ileum entered it. A 
true knot then was accomplished (Figs. 2, 3 and 4) 
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when the gut with the lower attachment of the cord 
was pulled in through the ring. It appears that in these 
‘cases it is always the lower (efferent) segment which 
slips in further and further due to the peristaltic ac- 
tion of the entrapped gut. Imagine a rubber band 


Fig. 5. 


Lymphadenitis 
appendicitis. 


acute 
A, location o 


utrid abscess of mesentery, 
abscess; B, promontory. 


around one end of a wet sausage skin which is now 
blown up. The end becomes stretched out and the 
rubber band has the tendency to be pushed off through 
the pulling action of the distension. By such pulling ac- 
tion, you see a long stretch of gut entered through 
the strangulating ring, and it is all from the lower side. 
In the same way, peristalsis at the afferent loop would 
tend to free the gut. The mesentery of a given seg- 
ment of bowel is less bulky nearer the root, inasmuch 
as it measures 20 feet at the gut while its base is only 
15 centimeters long. We find, therefore, a tendency 
of the constricting ring to slip toward the base of the 
mesentery while more and more gut enters the con- 
stricting ring. My sketch (Fig. 4), of course, is quite 
schematic; the strangulated gut measured 5 feet. 


Case 2.—While the first case described was a late 
effect of a lymphadenitis of the base of the mesentery, 
the one to be discussed now is that of an acute con- 
dition of this kind. A woman, fifty-four years old, was 
admitted to St. Joseph’s Hospital on the afternoon of 
December 27, 1938, as a case of acute appendicitis. Her 
history was not very clear. She had been more or less 
ill for two months and considered it “flu.” She had 
been coughing for the last two weeks. On the evening 
of the day before entering the hospital she was seized 
with severe pain in the lower abdomen and took a lax- 
ative. She felt very sick and vomited frequently dur- 
ing the night and the morning. 

The patient appeared very ill. The abdomen was a 
little bloated; tenderness existed in the right iliac and 
in the lower mid-abdomen. Palpation was, of course, 
very light but there was only moderate muscle defense 
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on palpation at McBurney’s point though the whole ab- 
domen was somewhat rigid. Subjectively, the most pain 
was in the lower central abdominal region. The tem- 
perature was 100.2°, leukocytes 19,450, and the urine 
was practically normal. The acuteness of the picture 
did not allow of any delay and she was operated upon 
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Fig. 6. Same as shown in Figure 5. A, abdominal wall; 
B, cecum fixed to anterior abdominal wall by catgut stitch, 
which pulls it over toward midline, thereby keeping the drain- 
age tract away from the small bowel and free peritoneal cavity. 


that same afternoon. In perfect anesthesia with spino- 
cain, a gridiron incision, five centimeters long, was 
made a little below McBurney’s point. The appendix 
was quite markedly reddened but there was no fibrin 
on it. It was removed. The palpation of the pelvis 
showed a normal condition. It was clear that this free, 
though red, appendix could not explain the severity of 
the onset and the tenderness of the mid-abdomen. The 
next move was to look for a possible trouble with a 
Meckel’s diverticulum. Following the ileum upward 
from the cecum we noticed that the meso-ileum was 
short and thick. Replacing always the piece of gut ex- 
amined, we worked up on the gut for a little over a 
foot when we encountered a foul abscess which the 
lifting of the gut had apparently broken. There was a 
strong coli odor. Immediately, the pus was caught in 
gauze and the pelvis protected. After mopping the parts 
dry, inspection showed that the abscess cavity had been 
about the size of a large plum and was located at the 
very root of the mesentery (Fig. 5). Drainage of 
this very foul, localized peritonitis had to be accom- 
plished as much away from the free general peritoneal 
cavity as possible. A thin rubber tube and two col- 
lapsible rubber drains were placed so that their course 
from the abscess to the surface did not come into 
contact with the small guts, by laying the mesentery 
of the adjoining ileum over the drains and pulling the 
very large cecum mesially by a catgut stitch to the 
peritoneum of the anterior abdominal wall (Fig. 6). 
By keeping the patient strictly in the prone position 
for about five days, the postoperative course was 
rather smooth, though, of course, for the first days 
the discharge was profuse. Ten days after the oper- 
ation the patient was up in a chair and she left the 
hospital on January 16. 

The favorable outcome was undoubtedly due to what 
amounted practically to an extraperitoneal course of 
the drainage tract and to the prolonged prone position 
to which the patient submitted without complaint. 

What was the cause of this coli bacillus abscess? 
The appendix was not in any direct contact and was 
even a marked distance from it. The coli bacillus must 
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have entered from somewhere on the mucosal surface Maun) reads in part—‘Lumen almost completely oblit- 
of the gut. No other area except the appendix could erated. About the vessels of the serosa are large num- 
be incriminated. The lymphatics of the appendix partly bers of inflammatory cells consisting of macrophages, 
run up along the inner side of the cecum and partly lymphocytes, and a few neutrophiles.” 

toward the lymph nodes of the root of the meso-ileum, 
while some less-traveled roads lead, in women, toward 
the ovarian system. 


The findings are those of a recurrent, acute, though 
not very destructive, appendicitis. 

The meeting adjourned. 

The examination of the appendix under the micro- 
scope, definitely cleared the question as to the original A. G. Scnutze, M.D. 
source of infection. The pathologist’s report (Dr. Secretary 





SAFER MATERNITY—A TRIUMPH OF DEMOCRACY 


We think the triumphs of democracy for human happiness stand up well when 
contrasted with the results achieved by the totalitarians—and they need to be public- 
ized. Saving the lives of mothers and babies in childbirth by self-criticism and self- 
discipline is one good example from the field of public health of the Spirit of America. 


For twenty years the maternity death rate was stagnant—despite rapid advances 
in the science of obstetrics. The reason was that the mothers of America were not 
receiving the care they needed. They died at the highest rate in the civilized world. 
Then it was that interested citizens began to cry out against this needless waste of 
life. Newspapers and magazines took up the chorus. 


The medical profession in various communities began to study maternal deaths and 
to look into the reasons why mothers died. It was found that a large share of the 
blame must be placed upon the doctor’s shoulders. Poor training in medical schools, 
obstetrical short cuts, failure to keep abreast of advances, carelessness, were some of 
the reasons publicly ascribed to these needless maternity deaths. The doctors, how- 
ever, did not pussyfoot but willingly accepted this responsibility. Immediate efforts 
were made to improve the standards of care given to expectant mothers. County 
medical societies held special courses for those doctors doing obstetrics; efforts were 
made to improve the teaching of this science in the medical schools; and in a num- 
ber of communities each maternal death was studied to determine how it might have 
been prevented. No coercion there. It was a responsibility willingly accepted for 
the sake of mothers and babies. 


Nurses, too, sought to improve the care given during pregnancy, at birth, and after- 
ward. The American Hospital Association studied that phase of the problem and 
recently announced in no uncertain terms: “A poorly managed, ill-equipped, care- 
lessly supervised hospital is the worst place on earth for a woman to have a baby,” 
but added, “A high grade hospital with a properly planned and well-supervised mater- 
nity department is the safest and best place for childbirth.” Efforts have been made 
to improve maternity care given in hospitals. Many new maternity clinics have 
been opened with public and private funds. 


All of this has cut right across lines of race and color and creed. Rich and poor 
have benefited alike. All of these efforts have been based upon a humanitarian pur- 
pose. They were launched not to provide more cannon fodder but for the sake of 


life and health and happiness of mothers and babies and for the sake of healthy 
family life. 


What has been the result? The maternity death rate is no longer stagnant. It is 
falling steadily, and in many states is falling rapidly. In Connecticut, Rhode Island, 
and New Jersey, where this codperation and self-criticism has reached its peak, the 
maternal death rate is far below the national rate. 


The Nazis and the Fascists and the other totalitarians may rage at the enemies 
of their regimes, may carry on cold-blooded persecutions of women and children; 
but here in the United States we are achieving a victory against death and disaster 
for the sake of our mothers and babies, the very future of this nation!—Briefs, 
Maternity Center Association, January, 1939. 
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CARCINOMA OF THE PANCREAS 
An Analysis of Forty-seven Treated Cases from the 
Lahey Clinic in Boston 


D. C. MacKinnon, M.A., M.D.* 


Minneapolis 


Carcinoma of the pancreas is not a common form of 
malignant disease. It constitutes only 1 to 2 per cent 
of all carcinomas. In the management of this disease, 
difficult problems of diagnosis and treatment are en- 
countered. From this investigation little can be added 
to the present knowledge of the symptomatology and 
diagnostic methods. However, the end-results of the 
surgical and radiation therapy in a small series of 
cases are of interest, but not very encouraging from 
the standpoint of accomplishing anything comparable 
with the results of surgical treatment of carcinoma in 
some of the other parts of the body. 

This analysis includes forty-seven cases of carcinoma 
of the pancreas in which operation was performed at 
the Lahey Clinic, with .a follow-up note in all patients 
until the time of death. The series does not include 
all cases with the operative diagnosis of carcinoma 
of the pancreas. A few cases with incomplete follow- 
up data and a number without convincing operative 
findings were excluded. Likewise, a few cases with 
obstructive lesions of a presumed malignant character 
in which the patient was restored to health following 
cholecystenterostomy were also excluded. Obviously, 
these lesions were not malignant in nature, and prob- 
ably were cases of chronic pancreatitis or silent com- 
»mon duct stone associated with pancreatitis. 

In thirty-five cases the diagnosis was made from a 
satisfactory operative description of the gross path- 
ologic change as observed by an experienced surgeon. 
Of the remaining cases, seven were proved at biopsy 
and five at autopsy to be carcinoma of the pancreas. 

The average age of these patients was fifty-six years, 
with the range from thirty-one to eighty years. All 
of the cases except four were equally distributed in 
the fifth, sixth, and seventh decades. There were 
twenty-three males and twenty-four females, a higher 
incidence of females than is usually found in most re- 
ports. A ratio of males to females of 3 or 4:1 is more 
common than the ratio found in these cases. 

The average duration of the disease before admission 
to the clinic was 3.6 months, with the range from one 
to nine months. Pain frequently preceded the onset 
of jaundice. It was not until the pain, anorexia, and 
loss of weight became progressively worse, or jaundice 
appeared, that most of these patients came for treat- 
ment. 


*By invitation. 
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In the order of their frequency, the most common 
symptoms of carcinoma of the pancreas were weight 
loss, anorexia, pain, jaundice, nausea, and vomiting. 
Loss of weight was present in 85.1 per cent of the 
cases. There was no record of weight loss on the 
records of five patients. The average amount of 
weight loss was 22.7 pounds, with the range from 
eight to seventy-two pounds. Anorexia was reported 
in 82.9 per cent of the cases. Pain was present in 
76.5 per cent of the patients. It occurred in the 
epigastrium in twenty-seven cases, in the right upper 
quadrant of the abdomen in eleven, and in the back in 
seventeen, either in one or in a combination of two 
or more regions. Jaundice was present in 59.5 per 
cent, and pruritus in 25 per cent of the patients with 
jaundice. Nausea occurred in 21.2 per cent, and vomit- 
ing in 17 per cent. 

On physical examination, abdominal tenderness was 
elicited in 36.1 per cent of the patients, occurring in 
the epigastrium in five, and in the right upper quadrant 
in twelve. There was no relationship between tender- 
ness in the right upper quadrant and the presence of 
distention of the gallbladder. An abdominal mass was 
palpable in 55.3 per cent of the cases; it was found 
in the right upper quadrant in eighteen, in the right 
upper quadrant and epigastrium in three, and in the 
epigastrium in five. Clinical errors in palpation were 
frequently observed, particularly when the cause of the 
masses was noted in the record of the physical ex- 
amination. Nevertheless, in eighteen to twenty-one 
cases with right upper quadrant masses, the operative 
findings showed that the gallbladder was markedly 
distended in all of these cases. 


The roentgenographic findings of extrinsic pressure 
on the stomach or duodenum, duodenal stasis, or 
widening of the duodenal loop, are valuable diagnostic 
data. Gastro-intestinal roentgenograms were taken in 
twenty-one cases; six were negative, seven shewed 
extrinsic pressure or stasis with no widening of the 
duodenal loop, and eight showed widening of the 
duodenal loop without extrinsic pressure or stasis. 
Therefore, positive roentgenologic findings were noted 
in 71.4 per cent of the cases in which roentgenograms 
were taken. Such a valuable diagnostic aid should be 
used more frequently when carcinoma of the pancreas 
is suspected. 


When the common bile duct is involved, additional 
diagnostic evidence may be obtained by examining and 
demonstrating the absence of bile or the presence of 
blood in the duodenal drainage. Duodenal drainage 
was done in only seven cases, but in all of these cases 
bile was notably absent, and in two cases blood was 
obtained. It must be remembered that primary car- 
cinoma in the common duct may give similar findings. 

From the operative findings, there was distention of 
the gallbladder in 63.9 per cent of the cases. Metastases 
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occurred locally or to the liver in 31 per cent. The 
primary growth involved the head of the pancreas in 
thirty-eight cases, the body in two, tail in one, entire 
gland in four, and the pancreas, stomach and trans- 
verse mesocolon in two cases. Stones were present 
in the gallbladder in three cases. In the patients with 
associated cholelithiasis, one was jaundiced, and the 
gallbladder was distended, while two were not jaun- 
diced, one with and one without gallbladder distention, 
showing that stones occurred in two cases in which the 
gallbladder was capable of distention. 


A biopsy was performed at the time of the operation 
in ten cases; the pathologist’s report was positive in 
seven. All four specimens taken from the metastases 
to the liver showed microscopic evidence of metastatic 
carcinoma simplex. Four specimens were taken from 
the primary growth in the head of the pancreas, two 
were reported as adenocarcinoma, one atrophic pan- 
creas, and one fibrous tissue with chronic inflammation. 
In two cases a lymph node was removed from the 
gastrohepatic omentum; one showed adenocarcinoma 
and the other simple hyperplasia. The biopsies were 
probably not satisfactory in the three cases with nega- 
tive reports. Since the operative description of the 
gross pathologic change was convincing in these cases, 
they were included in this report. Granted that these 
patients are often poor operative risks, and that there 
are certain technical difficulties in performing a biopsy, 
this procedure seems justified whenever it can be ac- 
complished without too much additional risk. When 
a correct diagnosis can be made, postoperative manage- 
ment can then be instituted more intelligently. 


Considerable attention has been given to the presence 
of painless jaundice and distention of the gallbladder 
in making a diagnosis of carcinoma of the pancreas. 
Since pain was present in 76.5 per cent of the cases, 
and this figure agrees with other reports, certainly the 
disease cannot be painless in the majority of cases. 
The pain associated with this lesion is, however, much 
less severe than that associated with gallstone colic. 
Less than two-thirds of the cases showed jaundice and 
distention of the gallbladder. When these two factors 
are present, they are important diagnostic aids, in- 
dicating obstruction of the common bile duct, but they 
may never occur or may appear as late manifestations 
of the disease, especially when the primary growth in 
the pancreas is some distance from the common bile 
duct. Anorexia, progressive weight loss, and a dull 
pain in the epigastrium or right upper quadrant of the 
abdomen, boring through to the back under the angle 
of the right scapula, are more suggestive symptoms of 
this disease. 


Pain is not entirely due to the distention of the 
gallbladder, since there is no definite relationship be- 
tween these two factors in this series of cases. In 
thirty patients with distention of the gallbladder, 
nineteen gave a history of pain, and eleven had no 
pain, while all of the patients without gallbladder dis- 
tention had pain. Pain is probably due to pressure and 
distention produced by the primary growth in the 
pancreas. 
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In twenty-eight cases with jaundice, there were three 
exceptions to Courvoisier’s law, that the gallbladder 
is distended in malignant or noninflammatory obstruc- 
tions of the common bile duct. The three cases in 
which the body and tail of the gland were involved, 
and those with associated cholelithiasis, were not in 
this group; therefore, no explanation can be given for 


these exceptions. In nineteen cases in which jaundice * 


was not present, the gallbladder was distended in five 
and there was no distention in fourteen, which is even 
more confusing. 


Weight loss was a frequent symptom definitely as- 
sociated with anorexia and probably caused by a dis- 
turbance of pancreatic function. In twenty-five pa- 
tients with jaundice, the average weight loss was 24.7 
pounds, and in fifteen without jaundice the average 
loss of weight was 19.5 pounds. Although the average 
loss of weight was five pounds more in the jaundiced 
patients, the difference does not seem sufficient to con- 
clude that jaundice caused the loss of weight. In 
thirty-two patients with pain and eight without pain, 
the loss of weight was 22.4 and 22.8 pounds, respective- 
ly, indicating absolutely no relationship between pain 
and weight loss. 


A number of surgical procedures were used in the 
management of these cases. The procedures and the 
number of times they were performed are indicated in 
the tabulation. 


TABULATION 


Number of 

Procedure Cases 
Abdominal exploration (7 biopsies).................22-0+ 15 
Cholecystogastrostomy (2 biopsies)..............eeeeeeces 7 
Cholecystogastrostomy and posterior gastro-enterostomy.... 1 
CD sv iacwwseddeeneessonwcobnceeseous 2 
ES EEE re 12 
Cholecystojejunostomy and choledochostomy.............. 2 
ie a adhe nak ee aadiwe eb ene ielew ice 2 
Choledochostomy and cholecystostomy (1 biopsy).......... 2 
eid carkgmaceineda- winded tek wack eek bora ines 3 
rT on. ccs vessese seencbuueaeeben 1 
kt vekchenkeeeteidniataceeeannemeabenomede 47 


Since nine patients died shortly after operation, the 
operative mortality was 19.1 per cent. Only two 
deaths occurred following abdominal exploration, and 
seven deaths were related to more extensive operative 
procedures. The contributory causes of death were 
cachexia in four cases, pneumonia in two, peritonitis 
following perforation at the suture line of a 
cholecystojejunostomy in one, hemorrhage in one, and 
hemorrhage and pneumonia in one case. Hemorrhage 
was infrequent in this series of cases, occurring only 
twice, and resulting in postoperative fatalities. Car- 
cinoma of the head of the pancreas was the primary 
cause of death in all five cases in which an autopsy 
was performed. 


Radiation therapy was instituted in eight cases after 
the patients had recovered from their operations. A 
cholecystenterostomy was done in five of these cases, 
and abdominal exploration in three. There was a 
marked individual variation in the amount of radiation 
therapy used; nevertheless it seemed worth while to 
consider these cases as a group and to make compari- 
sons. 
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The average length of life in the thirty-eight patients 
who survived the operation, disregarding their methods 
of management, was eight and six-tenths months. 
Cholecystenterostomy was done in fifteen cases with- 
out radiation therapy, with an average duration of life 
of eight and six-tenths months. One patient in this 
group lived for fifty-four months after operation, but 
finally died of the disease. Excluding this unusual 
case, the average duration of life was 5.4 months in 
this group. Radiation was administered to five pa- 
tients on whom cholecystenterostomy had been per- 
formed, with an average length of life of seventeen 
months. In ten cases in which an abdominal explora- 
tory operation was performed and radiation was not 
given, the average length of life was 4.7 months. In 
three cases with radiation after abdominal exploration, 
the average was 16.6 months. Disregarding the surgical 
procedure used, the average duration of life in the 
eight patients who received radiation therapy was 16.8 
months. Cholecystenterostomy relieved the jaundice 
and also the itching when pruritus was associated with 
jaundice. Cholecystenterostomy as compared with ab- 
dominal exploration did not produce a significant in- 
crease in the duration of life. However, when radia- 
tion therapy was used, there was a significant and 
proportional increase in the duration of life in both 
series of cases. 

Of two patients who received radiation therapy, one 
had a cholecystojejunostomy, the other an exploratory 
laparotomy and biopsy with a positive report; these 
patients lived for forty-one and forty months, respec- 
tively. After radiation they showed marked improve- 
ment, with periods of excellent health. There was 
much less pain, a gain in weight and strength, and the 
epigastric mass was definitely reduced in_ size. 
Roentgenologic studies in one of these cases revealed 
a definite displacement of the duodenum, and after 
radiation a normal contour was found on repeated 
examinations. With such favorable results, this form 
of treatment should be used more frequently than 
it is at present. With added experience in radiation 
therapy more can be done for these patients in the 
future than has been done in the past. 

When there is obstruction of the common bile duct 
below the point where the cystic duct enters, it is 
distinctly worth while to anastomose the gallbladder to 
the intestinal canal and relieve the patient of that type 
of carcinoma discomfort associated with jaundice. 

At the Clinic, three types of palliative operation 
have been employed, cholecystogastrostomy, cholecysto- 
duodenostomy, and cholecystojejunostomy. Of these 
procedures, only the latter one has been employed for 
some years. Cholecystogastrostomy is an undesirable 
surgical procedure, since the powerful peristaltic waves 
of the stomach can propel the gastric contents through 
the new opening into the smaller bile passages. Another 
disadvantage is that the wall of the stomach is thick, 
with a loose redundant mucosa which makes it difficult 
to accurately anastomose the stretched-out, thin-walled 
gallbladder to the stomach. When one realizes, also, 
that on one side of the anastomosis the stomach may 
move in deep peristaltic waves with digestion or vomit- 
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ing, it is evident that the suture line must be exposed 
to considerable strain at times. 


Likewise, there is a disadvantage in anastomosing 
the gallbladder to the duodenum. Both structures are 
relatively fixed so that accurate approximation and 
anastomosis may be difficult and at times uncertain. 
The duodenum is partly extraperitoneal and so does 
not permit of easy mobilization, so the gallbladder 
must be made to migrate to the duodenum. Here again 
the rise and fall of the liver with diaphragmatic mo- 
tion which at times is of quite violent character, with 
vomiting, must jeopardize the security of this suture 
line. 


Cholecystojejunostomy is the procedure which is 
used more frequently and has overcome the objections 
raised about the other two procedures. It is occasional- 
ly true that this procedure cannot be utilized when 
the mesentery of the jejunum is too short to permit 
the jejunum to comfortably reach in front of the 
hepatic flexure to the gallbladder. Cholecystojejunos- 
tomy is accomplished with a double row of sutures as 
in gastro-enterostomy. After the anastomosis is com- 
pleted, a silk stitch is placed proximal and distal to 
the anastomosis between the jejunum and the capsule 
of the liver. These stitches so fix the anastomosed 
jejunum to the liver that it ascends and descends with 
any motion in that structure, taking all strain off the 
suture line. This is an important point when one 
realizes that many of these anastomoses must be made 
with a stretched-out gallbladder wall of almost paper 
thinness, and one from which stitches will tear very 
easily. The thinness of the jejunal wall is such that 
it makes the suture of these two structures easier. 


In patients who have had jaundice for a long time 
and are poor operative risks, the employment of 
cholecystostomy through a small incision under local 
anesthesia, with later anastomosis of the gallbladder 
to the jejunum, has made it possible to accomplish 
successfully cholecystojejunostomy in patients who 
would not be able to stand it without this preliminary 
measure. 


In conclusion, it is desirable to obtain a specimen at 
biopsy in patients suspected of having carcinoma of the 
head of the pancreas, to settle the matter of prognosis, 
and to settle the question of postoperative roentgen 
therapy. 


Postoperative roentgen therapy definitely prolongs 
life in patients with carcinoma of the head of the 
pancreas in this series of cases. 

The roentgenologic evidence of extrinsic pressure 
and widening of the curve of the duodenum is of value 
in the diagnosis of carcinoma of the head of the pan- 
creas. 

Anastomosis of the jejunum to the gallbladder in- 
stead of the stomach or duodenum is an easier and 
safer procedure than anastomosis of the two latter 
structures to the gallbladder and is functionally just 
as satisfactory. 

I wish to thank Dr. Frank H. Lahey for the privilege 
of presenting this paper. 
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LYMPHOSARCOMA OF THE INGUINAL 
GLANDS 


Case Report 
G. R. Dunn, M.D. 


Minneapolis 


This patient was first seen on September 26, 1935, 
with a subcutaneous mass, rather irregular, firm and of 
a rubbery consistency, in the right groin. The white 
blood count was 7,100, polymorphonuclears 76 per cent, 
lymphocytes 20 per cent, monocytes 3 per cent, 
eosinophils 1 per cent. The urine was negative. 

On September 26, 1935, a complete blood count was 
also done by Dr. Floyd Grave. The hemoglobin was 
88 per cent, red blood cells 5,120,000, leukocytes 11,000, 
polymorphonuclears 69 per cent, lymphocytes 26 per 
cent, monocytes 5 per cent. 

Blood taken for agglutination tests on September 
28 was negative for typhoid, paratyphoid A and B, 
melitensis and tularense. Agglutination test was 
atypical in a dilution of 1 to 200 for the dysenterie 
Flexner, negative for the Shiga. 

Radiographs of the lower lumbar spine and pelvis 
were negative for fracture, dislocation, bone injury, 
or disease. 

Two Wassermann reactions were negative at the 
University of Minnesota. 

The patient finally decided to permit an operative 
procedure and was operated on October 23, 1935. The 
tumor was removed en masse with a layer of under- 
lying fascia. 

Dr. McCartney of the Pathological Department of 
the University reported as follows: “The tumor from 
L. K. is oval, about 6 x 4 x 4 cm., quite firm; on sec- 
tion uniform in appearance; some areas of congestion 
but no gross hemorrhage. Near the main tumor is 
a rounded mass about 1.5 cm. in diameter and another 
which is less than 1 cm. in diameter. The smallest 
one is definitely a lymphnode only partially involved. 
Sections from the three masses show essentially the 
same picture except that the smallest mass, which is a 
lymphnode, is only partially involved. The structure 
is that of a tumor made of small round cells showing 
no definite arrangement; numerous mitotic figures are 
found. The normal architecture of lymphnodes is 
entirely replaced except in the smallest one. From a 
microscopic standpoint it is not possible to state 
whether this is lymphosarcoma or leukemic involve- 
ment of nodes. Considering the fact that only a single 
group of nodes are involved, one is inclined to the 
diagnosis of lymphosarcoma. A study of the blood 
would be well worth while to rule out leukemia.” 

This man received four series of x-ray treatments at 
Northwestern Hospital. The first series of deep x-ray 
therapy was started on October 28, 1935, the second 
on December 17, 1935, the third on February 4, 1936, 
and the fourth on March 31, 1936. 

A radiograph taken of the chest on February 5, 
1936, at Northwestern Hospital showed no evidence of 
pulmonary tuberculosis or other infiltration or con- 
solidation. Conclusions: “Normal chest.” 

A blood count done on March 26, 1936, showed the 
hemoglobin to be 102 per cent, red blood cells 5,670,000, 
white blood cells 6,150, polymorphonuclears 54 per cent, 
lymphocytes 45 per cent, monocytes 1 per cent. 

The man has been examined at intervals since the 
operation and x-ray therapy were completed. He was 
last examined on October 18, 1938, at which time a 
complete physical examination was done. No evidence 
of recurrence was found. The chest was x-rayed on 
October 14, 1938, by Dr. R. G. Allison, which showed no 
evidence of pulmonary tuberculosis or other infiltra- 
tion or consolidation. Conclusions: “Normal chest.” 

The operation was done on October 23, 1935. At 
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the present time, January 5, 1939, it is a little over three 
years with no evidence of recurrence following opera- 
tive removal and deep x-ray therapy with a path- 
ological diagnosis of lymphosarcoma. 





CARCINOMA OF THE JEJUNUM 
Case Report 


Wittarp Peterson, M.D. 
Minneapolis 


Mr. W. B. was first seen on February 25, 1936. At 
this time he was having severe attacks of vomiting 
coming on shortly after eating or drinking. There 
was no pain but only a feeling of epigastric distress. 
His past history was essentially negative except that 
he had lost twenty pounds in weight in the last two 
months. ; 

Examination showed a fairly well nourished male 
about sixty years old. The head and neck were normal. 
The heart and lungs were normal. Blood pressure 
was 145/90. The abdomen was normal for epigastric 
tenderness; no masses could be made out. Extremities 
were normal. Hemoglobin was 70 per cent. 

He was admitted to Northwestern Hospital, February 
28, 1936, arid a gastro-intestinal x-ray study was made. 
Fluoroscopic and plate examination made of the stom- 
ach and cap immediately after the ingestion of a 
barium meal showed the stomach to be normal in size, 
shape and position. Peristalis was active and passed 
through the entire stomach. The duodenal bulb filled 
well and was somewhat dilated. There was a marked 
dilatation of the duodenum and the proximal few 
inches of the jejunum. There was a definite obstruc- 
tion just distal to the duodenal-jejunal junction. 

Examination at six hours showed a small portion of 
the meal in the small intestine. There was a gastric 
retention. The patient had probably vomited some of 
the barium. Fluoroscopic and plate examination of the 
colon showed the fluid to pass readily to the terminal 
ileum and showed a normal condition. 


X-ray Conclusions—Normal stomach and cap, nor- 
mal colon. There is definite evidence of obstruction of 
the jejunum just distal to the duodenal junction. This 
obstructive process represents a carcinoma. 

The patient was prepared for operation by gastric 
lavage and intravenous solutions, and on March 5, 1936, 
he was operated upon. A high paramedian incision 
was made and a small mass was made out in the 
proximal jejunum which was freely movable. There 
were no glands involved. About four inches of jeju- 
num was resected with the mass in the center, leaving 
about 1.5 inches of jejunum on the duodenal side. An 
end-to-end anastomosis was made with three rows of 
invaginating sutures and a piece of omentum was 
sutured loosely over the anastomosis. Gastric syphon- 
age was started at once and he was kept on liquids 


for about ten days. At the end of two weeks he left 
the hospital. 


Laboratory Diagnosis——Specimen is a section of the 
small bowel 7 cm. long, in the center of which is a firm 
constricting mass 15x2 cm. On the mucous surface 
over the mass is a small excavated ragged ulcer 1 cm. 
across. The lumen of the bowel is two-thirds occluded 
by the tumor. 

Microscopic sections show epithelial cells with ir- 
regular gland arrangement invading the muscle and 
underlying the edge of the mucosa at the edge of the 
ulcer. Diagnosis: - Adeno-carcinoma. 

The patient is at present actively engaged as an 
engineer. He has not only regained his lost weight 
but has added another twenty pounds. Nearly three 
years have now elapsed, which is important because 
statistics show that practically all individuals with 
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adeno-carcinoma of the jejunum are dead by the third 
year. 


Dr. James Johnson has covered the subject very 
well in his article in the November, 1937, MINNESOTA 
MEDICINE, and as he is on the program I shall leave 
the discussion to him. 


CASE REPORTS 


L. H. Fowter, M.D., and W. A. Hanson, M.D. 


Minneapolis 


Malignant Melanoma of Foot 


A married woman sixty years of age consulted us on 
July 16, 1926, on account of a pigmented mole on the 
dorsum of the right foot. She had been treated for a 
gastric ulcer for several years, otherwise her past his- 
tory was negative. She stated that she had had a pig- 
mented mole on the skin of the dorsum of the right 
foot for twenty years. Two months before her ad- 
mission this began to grow, and the center became 
raised and bled easily. / 

Examination of the right foot showed a pigmented 
area on the dorsum measuring 2x3 centimeters, with 
a raised hard center which was ulcerated. General 
physical examination was essentially negative. ; 

Under local anesthesia, this tumor and a wide margin 
of normal skin was excised. The right inguinal glands 
were also removed. 

Dr. E. T. Bell, Chief of the Department of Pa- 
thology of the University of Minnesota, examined the 
specimen and reported it to be a malignant melanoma. 
The inguinal glands showed no evidence of malignancy. 

This patient was not seen again until June 6, 1934, 
eight years later. At this time she reported that she 
had recently recovered from a fractured pelvis, treated 
by Dr. Raiter, in Cloquet, Minnesota. Examination 
showed no evidence of any recurrence of the original 
growth of the foot. She did, however, have an ul- 
cerating skin lesion which was eroding the nose and 
ear. It was not pigmented but had the clinical ap- 
pearance of a basal cell epithelioma. No sections were 
obtained. 

The patient lived in another city, where I understand 
po _—_ from pneumonia complicating an erysipelas of 

e face. 


Comment.—This case is reported to make a record 
of a patient with a malignant melanoma living eight 
years after its removal and dying from a complication 
of a different type of malignancy in a different part 
of the body. 


Myxosarcoma of the Right Chest Wall 


A man twenty-three years of age presented himself 
for examination on October 26, 1926, on account of a 
small lump on the lower right chest wall. His past 
history was negative. Two months before admission 
he noticed a tender nodule under the skin on his lower 
right chest. This increased in size rather rapidly. 

General physical examination was essentially negative. 

Over the right eighth intercostal space in the anterior 
axillary line was a hard, movable, subcutaneous tumor 
about the size of an English walnut. 

On October 28, 1926, under local anesthesia, this 
tumor was removed. After pathological examination 
of the specimen disclosed it to be malignant, a larger 
area of skin, subcutaneous tissue and muscle was re- 
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moved, and the base of the wound cauterized with the 
actual cautery. Several enlarged axillary lymph nodes 
were also removed. 

The excised tissue was examined by Dr. J. S. Mc- 
Cartney, Jr., of the Department of Pathology of the 
University of Minnesota, who reported that the “sec- 
tions of the tumor show an actively growing myxosar- 
coma.” The axillary glands showed only inflammatory 
reaction. 

The patient made an uneventful convalescence and is 
alive and well today, over twelve years since the re- 
moval of this tumor. 


Sarcomatous Degeneration of an Intraligamentous 
Fibromyoma with Unusual Abdominal Metastasis 


A married woman fifty years of age presented her- 
self for examination on May 7, 1936, on account of a 
mass in the lower abdomen. She had two children, 
aged eight and nineteen years, living and well. Her 
past history was essentially negative. For the previous 
three months, she had felt tired, nervous and had 
noticed a mass in her lower abdomen. Her menstrual 
periods had been somewhat delayed and irregular. 
There had been no intermenstrual bleeding. 

The general physical examination was essentially 
negative except for the findings in the pelvis. On 
bimanual examination, a large hard irregular mass was 
felt in the pelvis which appeared to be attached to the 
uterus. A diagnosis of fibromyomata of the uterus was 
made and operation advised. 

On June 2, 1936, operation was performed at North- 
western Hospital. opening the abdomen through 
a low mid-line incision, the whole pelvis appeared to 
be filled with a large, soft, hemorrhagic, cauliflower- 
like growth. On further examination this mass was 
found to have its chief attachment to the base of the 
left broad ligament. It was adherent to the bladder 
but was entirely separate from the uterus. The 
fundus of the uterus was only slightly larger than 
normal and contained three small fibromyomata meas- 
uring from one to three centimeters in diameter. Both 
ovaries and tubes were normal. There was no evi- 
dence of metastases in the liver or abdominal lymph 
nodes. The tumor mass was removed with some 
difficulty. A small piece of the bladder had to be 
excised with the tumor. The bladder wound was 
closed with two rows of chromic catgut. All bleeding 
was controlled and the wound closed by layers without 
drainage. The patient made a satisfactory recovery 
from the operation. 

Examination of microscopic sections of the tumor 
was reported by Dr. Smith, pathologist of Northwest- 
ern Hospital, as follows: “Some areas are definitely 
myomatous, other areas show myxomatous degenera- 
tion. Many areas, especially towards the surface of the 
tumor, show masses of large hyperchromatic cells, em- 
byronic in spots, with numerous mitotic figures.” Mi- 
croscopic diagnosis: “Myoma with sarcomatous de- 
generation. Origin probably from the broad ligament.” 

Several physical examinations during the next twenty- 
one months showed the patient to be in fairly good 
health. On March 17, 1938, she returned to us and 
stated that she had just noticed a slight pain and 
thought she could feel a “lump” in the left side of her 
abdomen. Abdominal examination at this time (twenty- 
one months after the first operation) revealed a small, 
hard, movable mass in the left mid-abdomen, just above 
the level of the iliac crest. It felt very much like a 
low-lying kidney. An intravenous pyelogram with 
twenty cubic centimeters of diodrast showed an oval 
shadow in the left lower abdominal quadrant which 
seemed to be definitely separate from the left kidney. 
The outline of the kidney pelves and calyces appeared 
to be within normal limits. Urinalysis was normal. 

Examination of the colon after the instillation of a 
barium enema showed the outline of a kidney-shaped 
tumor mass in the left mid-quadrant of the abdomen 
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which was displacing the lower end of the descending 
colon medially. The colon was negative for intrinsic 
pathology. A chest x-ray was negative for evidence 
of metastases. A diagnosis of metastatic sarcoma of 
the - mid-abdomen was made and exploration ad- 
vised. 

On April 7, 1938, the patient was readmitted to 
Northwestern Hospital and the abdomen opened 
through a left rectus incision. There was a large, hard, 
smooth round tumor about six inches in diameter found 
in the left mid-abdomen. It was freely movable and 
attached posteriorly to the parietal peritoneum at its 
reflection onto the descending colon. The omentum 
was also adherent to the anterior surface of the tumor 
mass. The uterus was small and contained one small 
fibromyoma measuring one centimeter in diameter. 
This was enucleated. There was no evidence of any 
tumor growth in the pelvis at the site of the original 
growth or elsewhere. Careful examination of the liver 
and other abdominal contents revealed no other evi- 
dence of metastases. The attachments of the tumor 
mass were clamped, cut and the mass easily removed. 
The patient made an uneventful recovery and has had 
no further trouble to date, which is, of course, only 
ten months since the second operation and thirty-two 
months since removal of the original growth. 

Dr. J. S. McCartney examined the microscopic sec- 
tions from this secondary growth and reported them 
to show “spindle cell sarcoma, possibly leiomyosarco- 
ma.” Sections from the primary growth in the left 
broad ligament show a very similar structure to those 
of metastatic growth. 


Comment.—Many authors state that from 20 to 
30 per cent of women past the age of forty years have 
fibromyomata of the uterus. Relatively few of these 
undergo sarcomatous degeneration. Much more rare 
are fibromyomata outside of the uterine musculature 
and still more rare do we find such a migrating tumor 
which has become malignant. It is interesting to specu- 
late as to how this isolated, distinct, secondary tumor 
developed in the free abdominal cavity. Sarcomata are 
supposed to metastasize through the blood stream 
rather than via the lymphatics. But I know of no 
vascular or lymphatic connection between the left 
broad ligament and the parietal peritoneum of the left 
side of the abdomen. My only explanation is that a 
small portion of sarcomatous tissue may have been 
attached to the omentum at the time of the original 
operation. Later, this wandered to the left side of the 
abdomen, became adherent to the parietal peritoneum 
and the secondary tumor developed. 

Dr. Bell and Dr. McCartney are here tonight and 
have very kindly consented to discuss some of the 
pathological aspects of these cases. 


RADIATION THERAPY IN TUMORS 
R. G. Atuison, M.D.+ 


Minneapolis 


X-ray treatment of malignant tumors with voltages 
in excess of 200 Kv. has now been done over a suf- 
ficient length of time to permit some fairly definite 
conclusions. 

1. Unless a tumor is in some degree sensitive to 
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radiation at 200 Kv., no response to radiation at 
higher voltages can be expected. 

. Tumors which are mildly sensitive to radiation with 
200 Kv. can often be permanently cured with treat- 
ment at higher voltages. 

. Tumors which are extremely sensitive to radiation 
at 200 Kv. do not need treatment with higher volt- 
ages; in fact, recovery may be retarded owing to 
the increased damage which results in most cases 
to the surrounding normal structures from these 
higher voltages. 


Coutard, of the Curie Institute of Paris, has for 
many years been working with 200 Kv. He has in- 
creased the filtration and increased the tube skin dis- 
tance far above those used by other workers. His sys- 
tem relies on the daily administration of doses of 150 
to 300 r and is carried on over a period of from three 
to six weeks, depending upon the size of the dose the 
patient can tolerate and the number of fields treated. 
By this method, doses of 2,000 to 5,000 r, or from three 
to six erythemas, can be given to each field. The reac- 
tion in the skin and surrounding structures, while 
marked, still permits their return to normal. 

Coutard is now working with 400 Kv. and employing 
the same technic. He feels that in the tumors which 
are sensitive to radiation at 200 Kv. he has obtained 
better results at 400 Kv. 

This method of treatment was first used by Coutard 
in the treatment of malignant tumors of the tonsil, 
larynx, and buccal cavity. This same type of method 
of treatment is now employed in all deep-seated malig- 
nancies as well. 

Regardless of the voltage used, this method is now 
generally employed in the treatment of all malginant 
growths, occurring anywhere other than on the surface 
of the body. 

The last few years have taught us once more a les- 
son that we learned years ago with radium; that is, 
the fact that the limitation of the dose to a given le- 
sion is not the mechanically measured dose, but the 
capacity of the normal surrounding tissues to recover 
from the dosage. This factor determines the absolute 
end point to which any x-ray dose can be carried. 

An interesting development that has found consid- 
erable favor in Europe is the so-called method of 
Chaoul, in which a small self-contained generator and 
x-ray tube are placed in contact with the lesion itself, 
either directly as in the case of accessible malignancies 
such as the cervix or skin, or through a surgical ap- 
proach to the growth. This has been applied especial- 
ly to lesions of the bowel and kidney after exposure. 
Such an apparatus is necessarily limited to lower volt- 
ages, the top being in the neighborhood of 90 Kv. 
and with the low filtration and short distances a very 
rapid delivery of radiation can be effected. The effect 
is, of course, local and cauterizing and comparable 
somewhat to contact application of radium except that 
the time of delivery of an effective dose becomes pos- 
sible in a few minutes. 

In the selection of patients and lesions for treat- 
ment there have been few radical changes, but there 
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have been modifications in technic and some crystalli- 
zation of ideas as to proper treatment. 

In the female where carcinoma of the breast, uterus 
and ovaries accounts for the largest portion of malig- 
nancy, ideas of technic have become more uniform. 
Carcinoma of the breast remains primarily a surgical 
disease with practically all workers agreeing on opera- 
tion with postoperative radiation. Pfahler and Vas- 
tine of Philadelphia, in a large series of cases showing 
five-year statistics, advise more pre-operative radiation 
and their figures show definite improvement in five-year 
cures, where pre-operative and postoperative radiation 
have been used. They recommend pre-operative radiation 
especially in cases of Group II where axillary glands 
are palpable and follow a dosage of 900 r per field to 
each of three or four fields in two weeks by radical 
surgery. As soon as primary union is effected (usually 
in 7 to 14 days), the postoperative series is begun and 
a similar or larger dose is added as the patient’s 
tolerance permits. In Group III cases they recommend 
a heavier pre-operative series followed by a six-weeks’ 
wait before operation. 

They quote figures from the literature of 28 per cent 
five-year survivals by operation alone in Group II cases 
which is increased to 40 per cent by postoperative radi- 
ation. In their own series of 400 cases they claim 
52 per cent survivals with postoperative radiation and 
when pre-operative is added, 57 per cent. 

A well-advised adjunct to the treatment of carcinoma 
of the breast in menstruating women is the production 
of an artificial menopause. 

Experimental work in cancer strains of mice has 
shown a definite decrease in incidence of mammary 
cancer in castrated females. It seems reasonable to 
believe that an artificial menopause is of value and 
the clinical results to date have borne this out. 

In the treatment of recurrence and mestasases there 
has been little or no important progress. 
parent though, from the frequent improvement and 
palliative response, that these patients are entitled to the 
benefit of a heavy course of radiation to the affected 
areas. 

In the treatment of carcinoma of the cervix, the 
method advocated by Healy of Memorial Hospital in 
1933 has become the predominating one. Here again 
the fractional method, carried out over a period of 
approximately four weeks using multiple ports and the 
intensive dosage possible by such technic, has given im- 
proved results. The dosage per field has been carried 
to from 1,800 to 3,000 r, depending somewhat upon the 
field choice. 

The indications in the different groups remains more 
or less the same. In the few patients found in Group 
I with the disease definitely limited to the cervix, 
radium is the major factor in the treatment with x-ray 
added to build up the radiation dosage in the adnexa. 
Groups II and III are by choice first given an intensive 
dose of x-ray followed immediately by the use of 
radium. Group IV is treated largely palliatively and 
for this the high voltage x-ray offers the best medium 
of attack. With the use of heavier doses some com- 
plications such as proctitis with late stricture are being 
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more commonly seen, as well as an atrophic type of 
vaginitis. With this type of treatment the attempt is 
made to rely on one series of combined radiation from 
x-ray and radium, as subsequent series do not have as 
salubrious a result and are subject to a higher incidence 
of complications. 

In the gastro-intestinal tract x-ray therapy, except 
in some few instances, does not have much to offer. 
Attention should again be called to the fact that some 
carcinomas of the cardiac portion of the stomach are 
sensitive and do respond to treatment. The treatment 
of carcinoma of the large bowel is, on the whole, 
rather disappointing but occasional cases do show defi- 
nite benefit. The factor of unusual response is well 


demonstrated by two cases of pseudomyxomatosis peri- 
tonei treated by us, in which both patients have been 
free from symptoms for over two years. 


Discussion 


Dr. E. T. Bett (by invitation): I know of no cures 
of carcinoma of the pancreas. One would think that 
a carcinoma of the tail of the pancreas might be oper- 
able occasionally but the usual story is that quite a 
large tumor has developed before it can be recognized 
clinically. We have a number of cases on our post- 
mortem records in which there is a long clinical history 
but a late recognition of the nature of the disease. 

Just two days ago we had an interesting postmortem 
which illustrates some of the difficulties of diagnosis. 
The patient, with the clinical picture of a carcinoma of 
the head of the pancreas, was in the hospital. The 
only discrepancy in the diagnosis of carcinoma was that 
by Dr. Cecil Watson’s test there was some urobilinogen 
in the stools, more than he would expect in a malig- 
nancy. The patient was intensely jaundiced. At ex- 
ploratory operation the head of the pancreas was found 
to be hard and the bile duct distended. The patient 
died and at the postmortem this hard pancreas was 
found to be an old fibrous pancreatitis. There was an 
ulcerated stricture in the common bile duct but no 
carcinoma present. This is very unusual but it illus- 
trates how difficult the diagnosis may sometimes be 
even at exploratory operation. 

We have been impressed in the last two or three 
years by the frequency of carcinoma in the bile ducts. 
Over the last two-year periods, carcinoma of the bile 
duct is more common than carcinoma of the pancreas. 

The response to x-ray which Dr. MacKinnon spoke 
of is something new to me and it offers some encour- 
agement since we have so little to offer these people. 

Dr. Dunn’s case is very unusual. Dr. McCartney and 
I have gone over this tumor again and we think it is 
a lymphosarcoma. It is an enormous tumor, 6 cm. in 
diameter, spreading out through the tissues. It showed 
many mitotic figures. There is no escape from the 
diagnosis, and yet, the patient is apparently well for 
an interval that is so long that we can almost call it a 
cure. We have two forms of lymphosarcoma, one of 
which is a regional tumor and the other a generalized 
tumor. The regional tumor corresponds with Kundrat’s 
original definition of lymphosarcoma. The generalized 
form spreads through the lymph nodes all over the 
body and behaves like Hodgkins disease. This tumor 
is radiosensitive and the apparent cure is to be attribu- 
ted to a combination of surgery and radiotherapy. It 
is a most interesting tumor and only a few cures are 
recorded in the literature. 

I want to mention another case of a lymphosarcoma 
that I have seen. This patient had a tumor around 
the vena cava which was palpable through the abdom- 
inal wall. Upon exploration a large tumor was found 
wrapped around the vena cava above the renal arteries. 
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It was inoperable and only a biopsy was taken. It was 
a lymphosarcoma. The patient was given radiotherapy; 
he regained the 20 pounds of weight he had lost, went 
back to work and was well for nearly one year, after 
which a recurrence developed which proved fatal. That 
response to radiotherapy is very encouraging in lympho- 
sarcoma, especially the regional form. 

Dr. Peterson’s case is also a very rare tumor, an 
adenocarcinoma of the duodenum. Carcinomas in the 
small intestine are rather infrequent. A majority of 
the carcinomas of the small intestine are, fortunately, 
of the carcinoid type. Carcinoids resemble a basal 
cell carcinoma of the skin. It is not a benign tumor 
but it usually produces obstruction early enough for 
operation and cure. Occasionally it gets out through 
the lymph nodes and spreads to the liver. Ordinarily 
this carcinoid produces intestinal obstruction so that 
an operation has to be done before it is so very far 
along. It is the most common form of carcinoma of 
the small intestine. The adenocarcinoma is less fre- 
quent and more malignant, and a three-year survival 
from one of those is quite exceptional. 

Dr. Fowler’s cases: First, the malignant melanoma. 
Dr. McCartney and I have reéxamined the microscopic 
slides and there is no doubt as to its being a malignant 
melanoma. The one favorable microscopic feature is 
that it has not penetrated deeply into the tissues. We 
used to think that none of these tumors were curable. 
You remember that about perhaps fifteen years ago 
Dr. Bloodgood reported a series of fifty cases without 
a five-year survival, and there was quite a lot of pes- 
simism after that report for a long time. However, 
we have now quite a number of these, perhaps we 
could count up seven or eight of them in our records, 
that have gone by the five-year period, so we are not 
nearly so pessimistic as we used to be in the case of 
malignant melanoma. We have tried to determine 
what type of tumor one might hope to cure and what 
sort of operation would be best. The ones on our 
record that have survived are apparently those that had 
small or pedunculated tumors. If a melanoma is out 
on a pedicle it does not get out into the surrounding 
tissues so rapidly. I believe that many malignant moles 
are curable in the early stages. 

It is difficult to give correct advice in the handling 
of moles. We can hardly recommend removal of all 
benign moles. A short time ago a man about forty 
years old consulted me. He had a mole on his wrist 
about 1.5 cm. in diameter which was obviously malig- 
nant. He had had that mole for twenty years and 
during the past eight years he had consulted four dif- 
ferent physicians about its removal. Each physician 
told him to let it alone. In addition to the malignant 
mole he had about twenty benign moles over his body. 
Dr. Peyton removed the malignant mole and one of the 
large benign growths. 

About half of these malignant melanomas come from 
moles that have been present a long time; the other 
half are moles of recent origin. Those are the ones 
that are quite disturbing, the moles that first appear in 
adult life. I am a little bit more uneasy about those 
than I am about the others. When the mole begins 
to grow, that is the warning signal but when it begins 
to grow it is already malignant. 

In this connection I want to remind you that there 
is a benign tumor that looks just like a malignant 
melanoma, namely, a melanotic papilloma. I have 
been fooled by these half a dozen times. They will 
give the same kind of a story, a black mole present 
for years, and then a recent rapid growth and you are 
perfectly sure that it is a malignant melanoma. I 
demonstrated one once to the senior students as a 
malignant melanoma; upon removal it was found to be 
a benign papilloma full of melanin. 

The first definite signs of malignancy in a mole are 
an increase in size and a darkening of the skin just 
around it. The first extension is usually just under- 
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neath the epidermis, forming a little bluish halo all 
around it. When this halo is present the mole is al- 
ready malignant. A wide excision gives the best chance 
of removing the extension in the skin. If it has gone 
to the lymph nodes it is incurable. 

A couple of years ago I sent out some follow-up 
letters, trying to trace patients who had had malignant 
moles removed. A physician in Fargo called in his patient 
who had had a mole removed from her cheek ten years 
previously. To his great surprise a small recurrence 


was present which proved to be maligdnt melanoma. * 


I think that we may consider the twelve-year survival 
in this case as a cure. 

The second case of a myxosarcoma is also very 
encouraging. It is a small tumor but definitely malig- 
nant, about Grade II, and there is a twelve-year cure. 
Often the surgeon is too conservative in the treatment 
of sarcomas. Only radical treatment offers a chance of 
cure. 

In Dr. Fowler’s second case I think that the tumor 
removed at the first operation is a definite sarcoma. 
The recurrence appears to be more malignant. In the 
case of a large tumor there is danger of underestimat- 
ing its malignancy. Large tumors may contain areas 
of low malignancy as well as areas of high malignancy. 
The tumor behaves in accordance with its most malig- 
nant portion. This tumor will probably recur. 

These fibrosarcomas, especially of the lower degrees 
of malignancy, have a tendency to come back at inter- 
vals. They are cyclic in their behavior. I shall illus- 
trate with a fibrosarcoma of the thoracic wall from our 
records. The patient has been operated upon four times 
over a period of sixteen years, about four years be- 
tween the recurrences. Each time the tumor has the 
same structure. 


Dr. James A. JoHNson: Tumors of the small bowel 
are comparatively rare—so rare in fact that standard 
textbooks on surgery give them very little considera- 
tion. Recently it so happened that I operated upon 
four cases of tumors of the jejunum, and as a result 
became interested enough to review the subject. 

Carter states that malignant tumors of the jejunum 
comprise approximately 1 per cent of all those occur- 
ring in the gastro-intestinal tract. In June, 1936, there 
were reported only thirty-one cases of carcinoma of the 
jejunum in the files of the Mayo Clinic. They further 
stated that carcinoma of the small bowel represented 
only .62 per cent of all cancer of the gastro-intestinal 
tract from the cardiac end of the stomach to the rec- 
tum; that cancer of the colon was about eighty times 
as frequent as in the small intestine. In the University 
of Minnesota pathological laboratory files we found 
two cases of cancer of the jejunum in a total of 20,000 
complete autopsies in adults. 

The operative mortality is apparently high. In 1927 
Hellstrom reported forty-seven cases from the Scandi- 
navian literature with a primary operative mortality of 
36.2 per cent. R. Franklin Carter, in the. Annals of 
Surgery, 1935, collected twenty-four cases in which 
resection was done, with an operative mortality of 43.4 
per cent. 

I will now show a few slides. 

Slide: This shows a percentage distribution of carci- 
noma in the small bowel. Seventy-two per cent occur 
within 18 inches of the ligament of Treitz. 

Slide: This shows the x-ray of my case of carci- 
noma of the jejunum. You can easily see the con- 
striction just below the ligament of Treitz. The small 
proximal stump of the jejunum is very dilated, as is 
also the stomach. The diagnosis was made preopera- 
tively by Dr. Ude. At operation a constricting carci- 
noma was .found with metastases to lymph nodes. It 
was a difficult surgical problem because the growth 
was about 3 inches from the ligament of Treitz and 
the proximal loop was so dilated and edematous that 
an end-to-end anastomosis could not be done. I con- 
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sidered doing an anastomosis of the jejunum to the 
third portion of the duodenum. This was _ recom- 
mended by Carter and appears to be a splendid proce- 
dure. I was afraid, however, that I could not safely 
close the edematous proximal stump of the jejunum. 
There is much danger of leakage in this locality. I 
therefore made an end-to-end anastomosis with a large 
Murphy button, which proved to be very successful. 
There was an easy postoperative course. The patient 
is still living two years and three months later, al- 
though there is now evidence of recurrence. 

The following three slides show the specimen with 
involved lymphatic glands and microscopic sections. 

Slide: This patient presented herself with a mov- 
able tumor mass in the left upper abdomen and a 
severe secondary anemia. At operation the tumor you 
now see was found—a large semicystic sarcoma. Sar- 
coma usually arises from the submucous, muscular or 
subserous coats. This apparently arose from the sub- 
serous coat and, as you can see, invaded the muscular 
layer but did not penetrate into the lumen, but assumed 
an external growth, which is the usual course. The 
microscopic section as you see it resembles a neuro- 
sarcoma. A resection was done with a side-to-side 
anastomosis. The postoperative course was uneventful. 

Slide: This is a benign adenoma with ulceration. I 
feared it was malignant because of this ulceration so 
I resected and did a side-to-side anastomosis. She has 
remained well to date. 

The last case is also an adenoma located high in the 
jejunum and produced an intussusception which re- 
sulted in a gangrenous bowel. A resection was done 
with a side-to-side anastomosis. The patient “has re- 
mained entirely well. 


We have probably paid too little attention to tumors 
of the small bowel in the past. It is quite possible that 
we will be able to diagnose them more often now since 
x-ray technic of small bowel lesions has recently be- 
come more efficient. 

I want to congratulate Dr. Peterson on having such 
an interesting case, and on the result that he obtained 
with an end-to-end anastomosis in this locality. It cer- 
tainly demonstrates to me that his technic was carefully 
executed. 


Dr. WILLIAM Peyton: I came in late and missed the 
first part of the program so I will have to confine my 
remarks more or less to the last part. 

In the treatment of malignant tumors I have been 
impressed by the fact that one cannot always depend 
upon a tuinor to act in any predicted manner because 
it belongs to a certain type and is graded as to degree 
of malignancy by the pathologist. Regardless of how 
far one carries out classification there is at times ex- 
treme variation in the reaction of individual tumors 
following surgery or irradiation. This gives one a cer- 
tain amount of optimism in the treatment of malig- 
nancy, since occasionally when a tumor from its gen- 
eral class would be expected to be extremely radio- 
resistant, yet it is to one’s surprise found to promptly 
disappear under treatment, or a tumor seems to be 
almost impossible of complete removal by surgery, yet 
freedom from recurrence is of long duration or even 
permanent. On the contrary, however, one may have 
every reason, from the nature and extent of the lesion, 
to expect a favorable result from surgery, only to 
have prompt recurrence. 

Concerning melanoma, I might say that this patient 
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with malignant melanoma mentioned by Dr. Bell is still 
well (tumor removed April, 1937). It was removed 
under general anesthesia and this point, the use of 
general anesthesia in tumors that are possibly malig- 
nant, I wish to emphasize. It has been my impression 
for some time that local infiltration anesthesia does 
occasionally spread malignant tumors. There is evi- 
dence from animal experiments to be found in the 
literature that trauma does cause tumor metastases. 
Some data that I have collected in experiments on 
tumor-bearing mice does, I think, definitely confirm the 
clinical impression that infiltration anesthesia may pro- 
duce metastases. It does not produce metastases in 
every case but in a large number of mice with tumors 
more metastases are found in the lung of the experi- 
mented group where the tumor has been removed under 
local infiltration anesthesia than in the control mice in 
which all other factors have been the same, but local 
infiltration anesthesia omitted. No objection is made 
to regional or distant block anesthesia but only to in- 
filtration of the tissues about the tumor. 

The question of when to remove moles is a question 
which, as Dr. Bell says, is very difficult. I do not 
know, and I do not think any one knows, when to re- 
move them. My practice is to remove melanomata that 
are so located that they are apt to be irritated or if 
otherwise located and they show signs of growth. A 
mole may become irritated and inflamed and look very 
much as though it were malignant but you get it out 
and it is found to be inflammatory and not malignant. 
I have seen a hemangioma occur in a mole and give it 
all the appearances of malignant melanoma until we 
got it out and under the microscope. 

In regard to irradiation therapy I want to make a 
few remarks concerning our own experience and some 
impressions I have from the literature. 

I think that in carcinoma of the breast, irradiation 
is of distinct value. My impression from the litera- 
ture is that it improves the five year result by about 
10 per cent. Our results in intra-oral carcinomata have 
been very much improved since we started to use the 
Coutard, divided dosage, type of therapy. I do not 
think we have had any favorable results in carcinoma 
of the stomach or colon following x-ray therapy if 
one excludes the rectum. Even in the rectum definitely 
good results have not been numerous. I thought we 
had a five year cure by irradiation in a case of carci- 
noma of the rectum presented at a pathological con- 
ference, but Dr. Bell, on examination of the tissue from 
which the diagnosis was made, told us that we did not 
have carcinoma in the first place. It must have been 
a diverticulitis. Some of the reported cures of carci- 
noma of the rectum are no doubt to be accounted for 
by similar errors in diagnosis. 


Dr. J. S. McCartney (by invitation): Dr. Bell, I 
think, has pretty well discussed the various features 
of these tumors, but my name had been mentioned so 
often I ought to defend myself. We run what we 
sometimes call the Ph.D. and Master’s examination 
among ourselves, when we get a tissue offering partic- 
ularly difficult diagnosis, the juniors speaking first. Of 
all the things that come in, it seems to me that lymph 
nodes and moles give us the greatest trouble in arriv- 
ing at a satisfactory diagnosis, moles particularly, be- 
cause they can produce practically any picture that one 
might ask for, simulating spindle cell sarcoma, round 
cell sarcoma, individual groups of cells which one 
might confuse with the cells of a hypernephroma or a 
nephroma whichever you prefer to call it, alveolar 
sarcoma, etc. Sometimes we are in a lot of doubt 
as to just whether a given mole is malignant and 
whether it is a mole at all. 

This particular mole that we have here is certainly 
quite a superficial one and this feature, as Dr. Bell 
said, is one of the encouraging features and one reason 
to think that a cure might be obtained. 

I might mention the tumor reported by Dr. Dunn. 
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This really was composed of three nodules, the larg- 
est 6 cm. in the maximum diameter, the second about 
2 cm. in diameter, and the third, which was definitely 
a lymph node, 1 cm. in diameter. This lymph node is 
only partially replaced by this process. The normal 
structure of the node is completely replaced in the 
other two masses, the tumor cells are spreading out 
into the adjacent adipose tissue and, as I said at that 
time, there is a question of whether it is a lympho- 


sarcoma or perhaps a leukemia, and I suggested. an * 


examination of the blood for leukemia. That blood 
examination was negative. It is very difficult at times 
to make a differentiation on a single section of a node 
as to whether it is lymphosarcoma or a leukemic type 
of change. 

This myxosarcoma is a tumor that I would be very 
decidedly afraid of. It is a tumor that might metasta- 
size and, although we do not ordinarily expect regional 
node involvement with sarcomas, occasionally that does 
happen. We have seen one or two instances where 
osteogenic sarcomas of bone have metastasized to re- 
gional nodes. The same thing applies to other sar- 
comas. Of course, one feature we don’t like in this 
particular tumor is the myxomatous feature. A 
myxoma is always a worse tumor than is an ordinary 
connective tissue tumor of about the same degree of 
differentiation. 

There might be some question in Dr. Fowler’s case 
as to. ithe justification of the name “spindle cell sar- 
coma.” I made that last Spring and in looking at the 
section again yesterday it is a question whether that 
diagnosis is really justified, and whether it should not 
be called a fibrosarcoma of perhaps grade II or there- 
abouts. 


Dr. L. H. Fowrer: I wish to thank the gentlemen 
for their very kind discussions. I might ask Dr. Alli- 
son if the spindle cell or fibrosarcoma are susceptible 
to x-ray therapy at all. 


Dr. R. G. Attison: In answer to Dr. Fowler’s 
question, I think they are less susceptible than other 
types of malignancy. In fact, we have been unable to 
make any impression on them at all with 200 Kv. 
I think they are less susceptible than any other type. 
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